^50  C 


-^^&c  ^ 


o<3-r  ^ ^ ^UrO^y'^ 


Med 

K45205 


FRONTISPIECE. 


Fig.  1. 


Ordinary  position  of  foetus  in  utero  at  full  term. 
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PREFACE 

TO  THE  FIRST  EDITION 


The  object  of  this  work  is  to  give  the  studeut  a few 
brief  and  practical  directions  respecting  the  manage- 
ment of  ordinary  cases  of  labour ; and  also  to  point 
out  to  him,  in  extraordinary  cases,  when  and  how  he 
may  act  upon  his  own  responsibility,  and  when  he 
ought  to  send  for  assistance.  It  has  been  under- 
taken by  the  author  in  accordance  with  a wish  often 
expressed  to  him  by  his  pupils,  and  is  founded  upon 
his  experience  of  the  wants  of  those  who  are  com- 
mencing midwifery  practice.  The  student  is  never 
placed  in  a more  trying  situation,  nor  has  to  incur  a 
greater  amount  of  responsibility,  than  when  he  is 
attending  a difficult  case  of  labour  in  a place  remote 
from  medical  aid ; and  the  end  of  this  work  will  be 
fully  answered  if  it  seiwe  to  keep  any,  who  may  be 
so  situated,  from  the  opposite  extremes  of  temerity 
or  timidity.*  It  is  not  intended  to  be  used,  in  any 

* For  instance,  .the  student  who  undertakes  a case  of 
placenta  prsevia  without  sending  for  assistance  is  an  ex- 
ample of  one  extreme  ; and  the  student  who  sends  for  help 
to  remove  <a  detached  placenta  from  the  vagina,  of  the 
other. 
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way,  as  a substitute  for  a systematic  treatise  ou 
midwifery,  and  therefore  mauy  details  in  anatomy, 
physiology,  pathology  and  treatment  have  l>een  pur- 
posely omitted. 

It  will  be  observed  that  the  student  is  advised  to 
send  for  assistance  whenever  it  is  necessary  to  use 
instruments  or  to  introduce  the  hand  into  the  uterus 
for  the  pui-pose  of  turning,  etc. ; and,  indeed,  in  all 
cases  which  are  necessarily  dangerous,  and  accom- 
panied with  more  than  ordinary  difficulty.  The 
diagnosis  of  such  cases  is,  it  is  hoped,  given  at 
sufBcieut  length  to  enable  him  to  know  when  he 
ought  to  send  for  aid ; but  the  treatment  is  indicated 
in  as  few  words  as  possible,  because  a fuller  account 
of  it  would  cause  this  book  to  exceed  the  limits  of 
a work  which  is  merely  intended  to  serve  the  tem- 
porary pm-pose  of  a guide  to  beginners  in  the 
obstetric  art. 

All  the  illustrations,  with  the  exception  of  Figs. 
2 and  3,  ai'e  taken  from  original  drawings  by  the 
author. 

The  author  has  only  to  add  that  he  feels  most 
grateful  for  the  favourable  manner  in  which  the 
former  editions  of  his  work  have  been  received,  espe- 
cially amongst  the  junior  members  of  the  profession. 
In  the  present  edition  he  has  done  his  best  to  improve 
on  the  preceding,  although  in  a manual  consisting 
of  short  and  well-established  rules  for  pi-actice  there 
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is  uot  the  same  room  for  additions  and  altex'ations 
as  in  a larger  work  of  more  theoretical  character. 
Nevertheless,  it  will  be  found  that,  besides  several 
minor  alterations,  three  woodcuts  have  been  added, 
and  some  important  additions  have  been  made  to 
the  text  of  the  present  work,  especially  as  regai'ds 
aseptic  midwifery. 

Clifton,  1893. 


PREFACE 

TO  THE  ELEVENTH  EDITION 

BY  THE  EDITOR. 

The  editor,  in  response  to  luauv  requests  from  friends, 
and  in  spite  of  the  large  number  of  small  handbooks 
on  the  subject  in  present  use,  has  come  to  the  con- 
clusion that  there  is  a place  which  a new  edition  of 
this  work  can  fill  with  some  advantage,  and  there- 
fore has  revised  and  brought  it  up-to-date. 

The  original  form  and  arrangement  of  the  work 
have  been  preserved  as  far  as  possible,  and  an 
endeavour,  it  is  hoped  successful,  has  been  made 
to  preseiwe  the  strictly  pi’actical  character  of  the 
instruction  given.  Anatomical,  physiological  and 
pathological  conditions,  therefore,  are  not  dealt  with 
at  any  length,  as  it  is  not  intended  that  this  edition, 
any  more  than  its  predecessors,  should  be  a substitute 
for  larger  manuals. 

Some  new  illustrations  have  been  added  from 
drawings  by  Miss  H.  D.  Verney  either  from  life 
or  from  photographs.  The  practical  application  of 
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antiseptics  and  the  technique  of  aseptic  midwifery 
have  been  inserted  in  the  text,  in  the  position  in  which 
they  have  the  best  relation  to  the  manipulative  pro- 
cedure described,  but  a portion  of  the  appendix  has 
been  retained  in  its  original  position. 

Frequently,  however,  statements  which  might  lie 
called  old-fashioned  have  been  left,  unless  they  could 
be  controverted,  in  order  that  the  original  character 
and  form  of  the  book  might  be  preserved. 

The  editor  feels  that  it  is  difficult  to  do  justice  to 
such  a work  and  yet  retain  its  original  character, 
and  has  endeavoured  in  its  revision  to  retain  the 
results  of  the  immense  practical  experience  and  sound 
judgment  of  the  author,  even  at  the  expense  of 
modernity. 


APPENDIX. 

The  excellent  results  that  have,  of  late  years,  been 
obtained  in  the  best  regulated  lying-in  hospitals,  are 
largely  due  to  the  extreme  cleanliness  which  is 
enjoined,  as  well  as  to  the  strict  antiseptic  precautions 
which  are  carried  out  in  those  institutions.  These 
pi'ecautions  may  be  divided  into  three  classes  : 

(1)  The  siirro^indings  of  the  imtient. — To  insure 
that  the  house,  and  especially  the  lying-in  chamber, 
are  clean,  that  the  water  supply  and  the  drainage 
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are  good,  and  that  there  is  no  danger  of  poisoning 
from  sewer  gas  or  from  infection  of  exanthematous 
and  other  diseases,  such  as  scarlatina,  typhoid, 
diphtheria,  erysipelas,  etc.,  and  especially  of  puer- 
peral fever.  In  well-situated  and  well-regulated 
lying-in  hospitals  all  these  sources  of  danger  can  be 
guarded  against ; but  in  poor,  squalid  dwellings, 
situated,  perhaps,  in  some  fcetid  court  or  alley,  where 
students  often  have  to  attend,  it  is  very  difficult  to 
enforce  cleanliness  of  any  kind,  and  impossible  to 
carry  out  antiseptic  precautions  thoroughly.  The 
responsibility  for  cleansing  these  Augean  stables 
belongs  rather  to  the  sanitary  authorities  than  to 
the  student,  who  has  no  power  to  enforce  his  orders- 
(2)  The  aseptic  condition  of  the  patient  herself. — 
In  lying-in  hospitals  this  is  carried  out  by  placing 
the  patient  in  a warm  bath,  before  or  just  at  the 
beginning  of  labour,  and  afterwards  by  administering 
an  enema  of  warm  water.  The  lower  part  of  the 
abdomen,  the  mens  veneris,  the  inner  surface  of  the 
thighs,  the  labia,  perinseum  and  anus  are  then  to  be 
thoroughly  washed  with  warm  water  and  soap  and 
afterwards  douched  and  well  swabbed  with  an 
efficient  antiseptic  solution.  Now,  in  a lying-in 
chamber,  which  is,  perhaps,  the  sleeping-room  of  a 
whole  family,  the  student  will  find  it  impossible  to 
cany  out  the  preliminary  programme  of  baths  and 
general  washing ; but  if  the  labour  is  not  much  ad- 
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vfmced,  lie  may  manage  (if  tlie  woman  does  not 
strongly  object)  to  clean  the  vulva  and  vaginal  outlet 
with  warm  water  and  soap  and  swab  them  thoroughly 
with  an  antiseptic  solution. 

(3)  The  thorough  personal  cleanliness  and  other 
antiseptic  precatdions  to  he  adopted  hy  the  accoveheur 
or  nurse  who  goes  to  a case  of  labour. — The  lying-in 
woman  runs  a gi-eater  risk  of  blood-poisoning  when 
the  septic  influence  is  conveyed  to  her  directly  from 
the  hands  of  the  medical  attendant  or  nurse,  than 
when  she  gets  it  from  other  sources.  Fortunately, 

THIS  CAN  BE  THOROUGHLY  GUARDED  AGAINST  BY 
MEANS  WHICH  ARB  COMPLETELY  UNDER  THE  CONTROL 
OF  THE  ACCOUCHEUR.  With  regard  to  students, 
they  should  defer  their  attendance  on  midwifery 
cases  until  the  last  four  or  six  months  Ijefore  their 
examinations ; when  they  have  no  other  medical 
pursuits  excejit  reading  for  these  examinations. 
They  should  eschew  the  dissecting  room  and  the 
dead-house  ; and  it  is  most  unadvisable  that 
students  should  attend  midwifery  cases  whilst  they 
are  engaged  as  dressers  at  hospitals.  Dr.  Schroeder 
has  well  remarked  that,  “ the  accoucheur  must 
consider  his  hands  not  quite  free  from  poison  if 
he  has  handled  any  portion  of  a dead  body ; if  he 
has  seen  a patient  suffering  from  phlegmonous 
erysipelas,  or  any  kind  of  pyismia  ; if  he  has  dressed 
suppurating  or  diphtheritic  wounds  ; if  he  has  come 
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in  contact  ■with  decomposing  new  growths ; if  (in 
the  case  of  abortion)  he  has  extracted  a decomposed 
ovum  or  portions  of  it ; if  he  has  examined  women 
with  badly  smelling  lochia,  or  suffering  from  puer- 
peral fever.  He  must  then  cleanse  his  hands  most 
scrupulously  before  he  undertakes  the  examination 
of  a parturient  or  puerperal  woman,”  and  also  use 
the  strictest  autisejitic  precautions.  Every  conscien- 
tious accoucheur  will  be  scrupulously  clean  in  his 
person  and  habits.  To  no  class  of  men  does  the 
good  old  saying,  “ Cleanliness  is  next  to  godliness,” 
apply  so  forcibly.  A man  who  attends  much  mid- 
wifery ought  to  take  a bath  every  day  if  possible, 
and  if  he  has  been  near  any  suspicious  or  infectious 
case  he  would  do  well,  if  he  can  spare  the  time,  to 
substitute  a Turkish  bath  for  an  ordinary  one,  as  it 
is  much  more  effectual  in  cleansing  the  skin  and 
eliminating  any  poison  that  may  have  been  absorbed 
into  the  system.  Before  attending  a case  and 
making  examinations,  the  hands  and  forearms  should 
be  thoroughly  cleansed  by  a nail-brush  and  plenty 
of  soap  and  warm  water ; and  special  attention 
should  be  paid  to  the  finger-nails,  as  the  furrows 
beneath  them  and  around  them  may  easily  become 
lurking  places  for  septic  matters.  After  the  hands 
have  thus  been  thoroughly  cleansed  they  should, 
before  making  vaginal  examinations,  be  immersed 
and  the  forearms  also  bathed  up  to  the  elbows  in 
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some  antiseptic  solution.  No  fluid  which  is  used  for 
this  purpose  has  more  effectual  germ-destroying  pro- 
perties than  bichloride  of  mercury,  or  corrosive  sub- 
limate as  it  is  commonly  called.  The  author,  when 
going  to  a midwifery  case,  always  carries  in  his 
pocket  a flat  portable  case  containing  a dozen  little 
tubes  of  antiseptic  powder  prepared  in  accordance 
with  the  suggestions  of  Dr.  Cullingworth.  Each 
tube  contains  10  gr.  of  corrosive  sublimate,  50  gr.  of 
tartaric  acid  and  1 gr.  of  cochineal.  The  contents 
of  one  tube  dissolved  in  a pint  of  water  will  form  a 
solution  of  sublimate  of  the  strength  of  1 in  1000. 
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PART  I. 

THE  MANAGEMENT  OF  ORDINARY 
LABOUR. 


Importance  of  Prompt  Attendance. 

When  sent  for  to  a labour,  obey  tbe  call  imme- 
diately ; for  then,  if  you  are  too  early,  you  can  return 
home  until  wanted  ; and  if  you  are  too  late,  it  is  not 
your  fault. 

Delay  may  occasion  (1)  various  accidents  to  both  mother 
and  child,  from  sudden  delivery  without  assistance  ; (2)  the 
loss  of  the  best  opportunity  for  rectifying  mal-presentation  ; 
(3)  the  loss  of  the  patient’s  confidence  in  you  and  the  sub- 
stitution of  another  practitioner. 


Instruments  and  Medicines  which  may  he  required. 

You  may  take  with  you  a stethoscope,  and  also  a 
I pocket-case  containing  blunt-pointed  scissors,  a silver 
or  glass  female,  or  a soft  red  rubber  male  catheter, 
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curved  needles,  silk-worm  gut  for  sutures,  two  pairs 
of  Spencer  Wells’  artery  forceps,  a small  case  con- 
taining small  phials  of  ext.  ergot,  liq.,  laudanum, 
sal  volatile  or  ether,  syr.  chloral  hydrat.,  antiseptic 
tabloids,  a small  phial  of  lysol,  a nail  brush  and  a 
lubricant.  An  enema  syringe  and  douche  apparatus 
should  also  be  carried.  As  regjirds  the  latter  the 
Eotunda  pattern  siphon  douche  is  the  most  con- 
venient. 

With  the  exception  of  scissors,  none  of  these  things 
will  be  wanted  in  an  ordinary  labour  ; but  it  is  right 
to  be  provided  with  them  against  emergencies.  Cases 
containing  them  may  be  procured  at  any  surgical 
instrument  maker’s  shop.  A hypodermic  syringe 
should  also  be  carried. 

The  needle  and  sutures  will  be  necessary  in  ca.se 
of  lacerations  of  the  perinaeum  or  other  parts  occur- 
ring. Reversed  Hagedorn  needles  No.  6 size  with  a 
quarter  circle  curve  are  the  best,  since  they  do  not 
require  a a special  needle-holder,  but  can  be  held 
quite  conveniently  in  the  jaws  of  a pair  of  ordinary 
artery  forceps.  It  is  well  to  carry  ergot  in  the  form 
of  ergotin  for  hypodermic  injection,  in  addition  to 
the  liquid  extract.  The  B.P.  preparation  of  the 
latter  is  generally  quite  reliable. 

Oil  of  tui'pentine  is  not  usually  carried  in  a pocket 
case,  but  the  author  has  found  it  of  great  efficacy  in 
uterine  hasmorrhage. 

Any  lubricant  that  is  to  be  used  must  be  sterile. 
Vaseline  or  an}^  other  oily  or  gi'easy  substiince  is 
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quite  unsuitable.  Soft  soap,  especially  if  mixed  witli 
glycerine,  or  super-fatted  and  combined  with  either 
lysol  1 in  150  or  biniodide  of  mercury  1 in  500  is  the 
best. 

If  a lubricant  be  carried,  it  should  be  in  a collap- 
sible tube  with  a screw  top  ; many  preparations  can 
be  obtained  put  up  in  this  way. 

Preliminary  Observations . 

On  first  seeing  your  patient,  do  not  abruptly 
question  her  respecting  her  symptoms  ; but  converse 
on  some  ordinary  topic,  and  whilst  thus  engaged, 
notice  any  indications  of  pain  in  her  countenance, 
the  tone  of  her  voice,  or  the  character  of  her  respira- 
tion. 

A brusque,  abrupt  manner  of  putting  questions  may  flurry 
a patient  so  as  to  cause  her  pains  to  be  suspended  for  a 
considerable  period. 

In  general,  the  first  stage  of  labour  is  characterised  by 
low  complaints,  and  an  absence  of  voluntary  effort ; and 
the  second  stage  by  deep  inspirations,  loud  outcry,  and 
strong  exertions  of  the  voluntary  muscles  ; and  thus  an 
attentive  observer  may  form  a rough  estimate  of  the  pro- 
gress of  a labour. 

Questions  respecting  Pregnancy,  Previous  Labours,  etc. 

Before  making  more  special  inquiries,  you  may 
ask  respecting  the  patient’s  constitution  and  state  of 
health  during  pregnancy,  and  (if  she  be  not  a pri- 
mipara)  the  number  and  character  of  her  previous 
labours. 
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A knowledge  of  tlicse  circuniBtances  may  enable  you  to 
calculate  the  duration  of  the  jjresent  labour,  or  to  anticipate 
the  occurrence  of  difficulties  or  complications  requiring  the 
assistance  of  art.  For  instance,  if  a woman  of  middle  age 
be  in  labour  for  the  first  time,  a lingering  labour  maj'  in 
general  be  expected  ; or  if  it  has  been  necessarj',  in  all  the 
previous  labours,  to  deliver  by  instruments,  or  if  post- 
partum luEmon-hage  has  regularlj'  occurred,  you  may 
expect  similar  untoward  events  in  the  present  lalx>ur.  As 
Dr.  Lusk  well  remarks ; “ The  attitude  of  the  medical 
attendant  should  be  one  of  watchful  expectancy.” 

Questions  resiJecting  the  present  Labour. 

The  questions  to  be  asked  re.specting  the  present 
labour  are — when  the  pains  were  first  felt,  and  where 
(e.  g.  whether  in  the  back  or  abdomen)  ; their  cha- 
racter, duration,  and  frequency ; and,  last  but  not 
least,  whether  they  have  been  attended  with  any 
“ show,”  or  discharge  of  mucus  tinged  with  blood. 

A consideration  of  all  these  particulars  will  assist  }’0u  in 
ascertaining  whether  the  pains  are  genuine,  and  whether 
the  labour  has  actually  commenced. 

The  “ show  ” denotes  the  opening  of  the  os  uteri,  and  is 
one  of  the  most  certain  signs  of  commencing  labour ; it 
is,  therefore,  made  of  much  account  by  nurses. 

How  to  Proceed  to  the  Examination  of  the  Patient. 

The  first  step  is  the  examination  of  the  patient  bv 
abdominal  palpation,  the  importance  of  which  cannot 
be  exaggerated  ; by  its  use  the  student  can,  with 
practice,  make  a complete  diagnosis  of  the  position 
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of  tlie  fuitus.  Mal-preseiitiitioiis  can  be  detected  and 
rectified  before  they  have  had  time  to  produce  trouble. 
Careful  attention  to  detail  and  constant  practice  are 
necessary  in  order  to  obtain  full  value  from  this 

Fia.  2. 


{Sketched  from  life  by  II.  D.  V.) 


method  of  examination,  which  should  never  be 
omitted. 

The  patient  is  directed  to  lie  down  on  the  bed  on 
her  back,  with  the  knees  drawn  up  and  the  thighs 
everted,  in  order  to  secure  relaxation  of  the  abdominal 
muscles ; and,  facing  towards  the  patient’s  head,  the 


M AN  A«KM  KNT  OK  OKl>INAItY  I.ABOIK. 


G 


liiuids,  previouKly  wanned,  are  placed  flat  upon  llie 
abdomen,  one  on  eacli  side  of  the  uterine  tumour, 
with  the  fingers  pointing  upwards  and  their  palmar 


Fio.  3. 


1 


(Sketched  from  life  hy  H.  D.  T.) 


surfaces  pressed  gently  and  evenly  towards  the  i 
middle  line  (Fig.  2).  The  follomng  points  must  now  j 
be  noted  : first,  as  to  the  amount  of  liquor  amnii ; if  ' 

this  is  in  excess  the  foetal  body  will  lie  felt  only  indis-  I 

tinctly,  and  the  shape  of  the  uterus  will  be  more  ’ 
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gloliular  than  usual ; it'  the  quantity  is  normal  the 
foetal  body  will  be  felt  at  once  and  distinctly.  Next, 
as  to  whether  the  length  of  the  uterine  tumour  exceeds 
its  breadth  or  not ; if  it  does  so,  and  the  long  axis  of 
the  foetus  corresponds  with  that  of  the  uterus,  the 


Fig.  4. 


presentation  is  one  of  either  the  head  or  breech,  and 
transverse  presentation  can  be  excluded  and  probably 
also  the  presence  of  twins.  That  side  of  the  uterus 
on  which  the  greatest  resistance  is  felt  will  correspond 
to  the  foetal  back,  while  on  the  opposite  side  the  foetal 
limbs  may  be  felt,  and  frequently  tlieir  movements 
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will  bo  evident.  If  any  difficulty  in  inaliin^'  out  tliewj 
points  is  met  with,  the  position  of  the  hands  may  be 
changed  slightly  by  moving  one  more  towards  the 


Fio.  5. 


front  of  the  abdomen  and  the  other  towards  the  Hank. 
Then  moving  the  hands  upwards  (Fig.  3),  ascertain 
the  shape  and  mobility  of  the  fcetal  paid  occupying 
the  fundus  uteri ; a rounded  body  which  can  be  moved 
independently  of  the  foetal  trunk  indicates  the  foetal 
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head  and  a breech  preseutation ; a rounded  body 
which  when  moved  moves  the  foetal  trunk  indicates 
the  presence  of  the  breech  and  a vertex  presentation. 

Then,  facing  the  mother’s  feet,  press  the  tips  of 
the  fingers  of  both  hands,  placed  one  on  each  side  of 
the  lower  part  of  the  uterine  tumour,  deeply  down  into 
the  pelvis  and  endeavour  to  bring  them  together 
(Fig.  4)  ; a hard  rounded  body  will  indicate  the  foetal 
head  and  a vertex  presentation,  and  if  this  is  felt  to 
be  lying  deeply  in  the  pelvis  and  not  above  the  brim, 
pelvic  contraction  can  be  excluded. 

Then,  placing  one  hand  transversely  above  the 
symphysis  and  pressing  directly  backwards  (Fig.  5), 
the  groove  between  the  head  and  body  formed  by  the 
neck  may  be  felt  (Pawlik’s  grip). 

By  this  last  manoeuvre  the  depth  to  which  the  head 
has  sunk  into  the  pelvic  cavity  may  be  estimated.  If 
the  head  can  be  grasped  by  the  haml  and  puslied 
from  side  to  side,  it  will  be  obvious  that  it  is  above 
the  brim  of  the  pelvis. 

Aseptic  and  Antiseptic  Midwifery. 

It  is  now  generally  admitted  that  the  most  for- 
midable diseases,  to  which  women  are  liable  after 
delivery,  owe  their  origin  to  exceedingly  minute 
living  organisms,  which  gain  access,  through  the 
natural  passages,  to  the  mucous  lining  of  viscera, 
such  as  the  uterus ; or  to  the  blood,  by  means  of 
wounds,  and  lacerations  of  those  passages,  resulting 
from  delivery. 
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The  result  of  the  access  of  tliese  micro-orgauisms 
is  the  production,  in  one  or  other  of  its  various 
forms,  of  “ septic  fever,”  whicli  is  simply  and  solely 
“ surgical  wound  fever,”  and  differs  in  no  respect 
from  that  once  so  common  after  surgical  operations 
and  accidental  wounds.  The  re.sult  of  lalx*ur  is  the 
production,  in  all  cases,  of  a large  open  wound  at 
the  placental  site,  which  is  situated  in  a cul-de- 
sac,  discharges  serum  and  blood,  is  surrounded  b\' 
devitalised  decidual  tissue,  and  has  free  communi- 
cation with  the  lymphatics  of  the  uterus.  More- 
over lacerations  of  the  mucous  membrane  of  the 
cervical  canal  of  the  uterus,  the  vaginal  wall,  and 
the  skin  of  the  vaginal  outlet,  are  the  usual  result 
of  labour,  and  may  vai’y  from  mere  abrasions  to 
deep  tears  resembling  incisions,  which  open  up  com- 
munication with  lymphatics,  are  bathed  in  albumi- 
nous discharges,  and  often  present  slight  necrosis  of 
their  edges  due  to  pressure. 

Obviously,  therefore,  the  conditions  present  after 
labour,  should  infection  take  place,  are  particularly 
favourable  to  the  multipUcation  of  micro-organisms 
and  the  symptoms  due  thereto. 

Aseptic  midwifery,  therefore,  aims  at  the  preven- 
tion of  the  accession  of  micro-organisms  to  the 
genital  tract,  by,  as  far  as  possible,  ensuring  their 
destruction  before  they  can  come  into  contact  with  it. 
The  first  desidei'atum  is  absolute  cleanliness. 

Befoi'e  making  vaginal  examinations  the  hands 
and  forearms  should  be  thorough!}'  cleansed  by 
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washing  and  scrubbing  with  a nail-brush  and  plenty 
of  hot  water  and  soap  for  at  least  ten  minutes. 

Special  attention  should  be  paid  to  the  finger- 
nails, which  should  be  cut  short  and  the  folds  of  skin 
at  their  roots  kept  pai-ed  to  prevent  cracks,  as  the 
furrows  and  folds  of  skin  around  the  nails  are 
lurking  places  for  septic  matter. 

After  thoroughly  cleansing  the  bauds  in  this  way, 
in  the  course  of  which  operation  the  water  should  be 
changed  at  least  once,  all  soap  should  be  removed, 
and  the  hands  immersed  and  the  forearms  bathed 
in  an  efficient  antiseptic  solution. 

The  water  should  be  as  hot  as  can  be  borne,  since 
water  alone  at  a temperature  of  120°  to  130°  F.  will 
render  most  of  the  ordinary  germs  inert  although  it 
will  not  destroy  spores. 

Most  soaps  are  aseptic,  and  the  highly  alkaline 
soft  soaps  are  mildly  antiseptic. 

All  antiseptic  solutions  should  be  made  as  hot  as 
the  hand  can  bear  and  the  hands  soaked  in  them  for 
at  least  one  minute. 

At  the  Eotunda  Ho.spital,  Dublin,  a sand  glass  is 
used  to  check  the  time  taken  in  washing  and  dis- 
infecting the  hands  ; this  is  a most  useful  method  of 
habituating  the  student  to  a proper  performance  of 
this  most  important  proceeding. 

The  following  antiseptics  will  be  found  useful  for 
disinfection  of  the  skin  r 

(a)  Mercurial  salts : 

(1)  Corrosive  sublimate.  “ Soloids  ” prepared  by 
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BiiiTou'^liH  Wellcoino  and  Co.  One  wjloid  to  a ])inl 
of  water  makes  a solution  of  streu^tli  1 in  1000. 

(2)  Powders  prepared  Oy  Ferris  and  Co.,  Bristol. 
One  powder  to  a pint  of  water  makes  a solution 
1 in  1000. 

(3)  lodic-liydrarg.  or  biniodide  of  mercury.  One 
tabloid  to  a pint  of  water  makes  a solution  1 in 
1000. 

(b)  Lysol ; 1 in  200  is  an  efficient  solution. 

(c)  Carbolic  acid  1 in  20  is  an  efficient  solution. 
This  strength  will  be  found  to  Ije  too  irritating  to 
the  skin  for  general  use ; it  is,  however,  excellent 
for  instruments. 

(cl)  Permanganate  of  potash,  used  as  a hot  satu- 
rated solution  until  the  skin  is  dark  brown,  and  then 
the  stain  removed  by  a hot  saturated  solution  of 
oxalic  acid,  is  reliable,  especialh"  if  the  hands  and 
arms  are  afterwards  washed  with  spirit. 

(e)  Creolin  and  chinosol  may  both  be  made  use  of. 

On  the  whole  the  mei'curial  solutions  will  Ije  found 
to  give  the  best  results.  The  “ soloids  ” occupy  little 
room,  and  if  the  solution  is  made  with  boiled  water, 
about  50  per  cent,  of  spirit  added,  and  used  as  hot 
as  the  hand  can  bear,  it  Avill  produce  efficient  steri- 
lisation of  the  skill. 

One  reason  for  using  boiled  water  is  that  hard 
Avater  reduces  the  strength  of  the  mercurial  solution 
by  decomposing  the  mercurial  salt,  an  inert  oxide 
being  produced.  Thus,  in  Bristol,  the  editor  has 
found  that  the  use  of  unboiled  Avater  as  supplied  by 
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the  Water  Works  Compauy  quickly  reduces  the 
strength  of  the  solution  by  60  per  cent. 

If  mercurial  salts  are  used  it  must  be  remembered 
that  their  solutions  are  weakened  by  contamination 
with  soap  or  albuminous  fluids,  such  as  serum,  pus, 
or  blood.  If,  however,  used  with  due  regard  to  their 
chemical  properties  in  strong  and  hot  solutions,  and 
mixed  with  spirit,  they  will  be  found  quite  reliable. 

With  regard  to  the  whole  question  of  asepsis,  the 
student  should  look  upon  every  midwifery  case  in 
the  same  way  as  he  would  a surgical  operation,  and 
take  precisely  similar  precautions,  neglecting  no 
detail  the  carrying  out  of  which  is  not  prevented  by 
the  circumstances  and  surroundings  of  the  patient. 

No  instruments  or  suture  material  should  be  used 
which  cannot  be  boiled,  and  all  instruments  and 
sutures  should  be  boiled  for  at  least  ten  minutes 
before  use. 

Hoto  to  propose  a Vaginal  Examination. 

As  abdominal  palpation  cannot  provide  complete 
information  as  to  the  course  of  the  labour,  e.  g.  as  to 
the  amount  of  dilatation  of  the  os  uteri,  and  the 
presence  or  absence  of  such  a complication  as  pro- 
lapse of  the  cord,  a vaginal  examination  should  be 
made  soon  after  the  completion  of  the  abdominal 
palpation,  provided  the  pains  are  at  all  regular.  You 
accordingly  signify  to  the  patient,  either  directly 
or  through  the  nurse,  that  you  wish  to  try  the  next 
pain,  and  infonn  her  as  to  the  progress  of  the  labour. 
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If  your  patient  bIiows  an  unreasonable  reluctance 
to  submit  to  an  examination,  you  may  tell  her  tliat, 
for  all  you  know,  the  labour  may  be  goinj^  on  very 
badly,  and  that  you  will  not  l)e  answerable  for  th® 
result ; by  thus  working  on  her  fears  you  will  seldom 
fail  to  obtain  compliance  with  your  request. 

How  to  make  a Vaginal  Examination 

111  order  to  make  a vaginal  examination,  direct  the 
woman  to  lie  on  the  right  side  of  the  Ijed,  but  upon 
her  left  side,  with  the  knees  drawn  up  towards  the 
abdomen.  Having  rendered  the  hands  aseptic,  the 
external  genitals  of  the  patient,  the  buttocks  and  the 
inner  surfaces  of  the  thighs  are  thoroughly  washed 
with  soap  and  hot  water,  the  soap  thoroughly  washed 
off,  and  the  skin  well  scrubbed  with  an  antiseptic  solu- 
tion, special  attention  being  paid  to  the  region  of  the 
anus  (the  rectum  should  have  been  previously  emptied 
by  an  enema).  The  bed  clothes  and  clothing  of  the 
patient  remaining  turned  back,  the  buttocks  are 
covered  with  a clean  towel,  wrung  out  after  soaking 
in  a hot  antiseptic  solution.  (If  a trained  nurse  be 
present  she  will  have  been  directed  to  prepare  the 
patient  for  examination ; if  not,  you  must  again 
sterilise  your  hands.) 

These  preparations  being  completed,  the  forefinger 
of  the  right  hand  is  anointed  with  the  special  aseptic 
soft  soa]),  the  towel  is  lifted  sufficiently  to  allow  of 
free  access,  and  the  upper  buttock  being  drawn 
upwards  to  expose  the  genital  fissure,  the  finger  is 
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passed  into  the  vagina  close  to  the  porimeuni.  Direct 
the  fingerfirst  backwards  towards  the  lower  part  of  the 
saci'um,  and  then  upwards  and  forwards  towards  the 
pubis,  so  as  to  reach  the  os  uteri  and  presenting  part 
of  the  child.  If  the  os  uteri  is  high  up  and  far 
back,  the  fore-  and  middle  fingers  of  the  left  hand 
may  be  substituted  for  the  right  forefinger,  because 
they  more  readily  follow  the  curve  of  the  sacrum. 

Amongst  the  lower  classes  women  usually  wear 
their  ordinary  clothes  until  the  labour  is  over,  when 
they  are  undi-essed  and  put  to  bed. 

Vaginal  examinations  and  other  necessary  mani- 
pulations are  never  to  be  made  beneath  the  clothes 
of  the  patient,  whose  person  should  be  exposed 
sufficiently  to  allow  of  the  necessary  manipulations 
being  performed  without  the  hands  coming  into 
contact  with  either  the  bed-clothes  or  the  patient’s 
clothing.  The  towel  prevents  any  unnecessary  ex- 
posure. 

After  examining,  the  hands  should  be  washed,  and 
the  whole  process  of  sterilisation,  both  of  the  hands 
and  skin  of  the  patient,  should  be  repeated  before  the 
next  examination  is  made. 

It  is  as  well  to  caution  a beginner  against  passing  his  finger 
into  the  antei-ior  part  of  the  genital  fissure,  as,  by  so  doing, 
he  may  fail  to  find  the  entrance  of  the  vagina,  inizzle  him- 
self very  much,  and  annoy  the  patient,  who  may  thus 
discover  that  she  has  been  entrusted  to  a very  young  hand. 
If  the  fore-  and  middle  fingers  of  the  left  hand  are  used, 
they  should  be  introduced  as  the  forefinger  of  the  right 
hand  is  withdrawn. 
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When  to  Examine. 

lu  general,  it  is  better  to  examine  during  a pain  ; 
but  an  examination,  to  be  complete,  should  be  made 
both  during  and  after  a pain  ; during  a pain  (if  the 
labour  be  in  the  first  stage)  it  should  be  strictly  limited 
to  the  os  uteri,  vagina,  and  surrounding  parts.  When 
the  pain  is  over,  and  not  until  then,  the  finger  may  lx; 
passed  through  the  os  uteri,  in  order  to  examine  the  ] 
presentation. 

Any  attempt  to  make  out  the  presentation  when  the 
membranes  are  rendered  tense  during  a pain  will  in  all  pro- 
bability cause  their  rupture,  an  accident  always  to  be 
avoided  in  the  first  stage  of  labour,  especially  if  the  pre- 
sentation be  at  all  unfavourable  (see  Part  III,  pp.  1 55  and 
ICO).  When  the  pain  is  over,  the  membranes  and  os  uteri  j 
become  flaccid,  and  the  presentation  is  much  more  easily  ! 
distinguished.  { 

Informalion  derived  from  Examination.  i 

The  information  derived  from  a vaginal  examina-  ■ 

tiou  is  very  complete,  for  by  it  you  learn — (1)  "SMiether 
the  passages  are  in  proper  condition  for  labour : (2) 
■whether  labour  has  actually  commenced : (3)  whether 
it  is  in  the  first  or  second  stage ; (4)  whether  the  pre- 
sentation is  natural;  (5)  whether  you  enn  leave  your 
patient  for  a time  with  safety  ; (6)  whether  the  bony 
pelvis  is  of  normal  size  and  shape  or  not.  Every  accou- 
cheur should  kuowthe  length  of  his  own  forefinger  and 
the  length  of  the  diagonal  conjugate  diameter  that  will 
allow  of  his  touching  the  sacral  promontory.  In  a 
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uoniial  pelvis  this  is  usually  impossible  unless  the 
examiuiug  forefinger  is  of  unusual  length. 

An  attempt  may  also  be  made  to  trace  the  ilio- 
pectineal  line  ; this  cannot,  as  a rule,  be  done  beyond 
a point  about  on  a line  with  the  acetabulum  if  the 
pelvis  is  of  normal  size. 

State  of  Passages,  etc. 

i.  When  the  passages  are  in  a proper  condition 
for  labour,  the  pelvis  is  roomy,  with  the  os  uteri  in  its 
centre ; both  the  os  and  vagina  are  soft,  dilatable, 
luoister  than  usual,  and  sometimes  plentifullj' bedewed 
with  mucus ; the  canal  of  the  vagina  is  neither 
encroached  upon  by  the  rectum  and  its  contents 
behind,  nor  by  the  bladder  in  front ; its  temperature 
is  not  raised,  nor  is  it  tender  under  an  ordinary 
examination ; its  walls  are  rugose  in  primiparm,  but 
much  smoother  in  multiparse,  especially  at  its  upper 
extremity,  where  its  calibre  is  also  greater. 

In  a pelvis  of  normal  dimensions  the  shortest  diameter 
should  not  be  less  than  four  inches,  and  it  should  be  impos- 
sible to  touch  the  upper  part  of  the  sacrum  with  the  finger 
in  an  ordinary  examination. 

In  multiparse,  the  os  uteri  is  usually  situated  more  an- 
teriorly than  in  primiparse,  in  whom  it  is  sometimes  so  high 
up  and  far  back  at  the  commencement  of  labour  that  it  is 
scarcely  possible  to  reach  it,  unless  you  examine  with  two 
fingers  of  the  left  hand. 

With  respect  to  the  mucous  secretion,  Wigand  remarks 
that  “ the  more  albuminous  it  is  the  better,  and  it  is  always 
a good  sign  when  lumps  of  albuminous  matter  come  away 
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from  time  to  time;  tlie  thicker,  wjfter,  and  more  cushiony 
tlie  os  uteri  is,  tlie  more  mucus  does  it  secrete.” 

Signs  of  Commencing  Labour. 

ii.  Labour  is  known  to  have  actually  com- 
menced by  the  occurrence  of  pains,  which  return  at 
regular  intervals,  with  increasing  frequency  and  force, 
and  which,  on  making  a vaginal  examination,  are 
found  to  be  attended  with  a mucous  show,  and  to 
have  caused  more  or  less  dilatation  of  the  os  uteri. 

During  the  ninth  month  of  the  pregnancy  the  uterus 
usually  sinks  somewhat  in  the  abdomen,  and  this  subsidence, 
while  it  relieves  the  respirator}’  organs,  causes  pressure 
upon  the  rectum,  bladder,  and  other  contents  of  the  pelvis, 
occasioning  frequent  desire  to  pass  water  and  go  to  stool ; 
these  symptoms  are  so  usual  that  they  have  been  considered 
as  premonitory  signs  of  labour. 

In  multiparcB,  the  os  uteri  is  sometimes  so  open  before 
the  actual  commencement  of  labour  as  to  admit  the  tip  of 
the  index  finger,  and  even  to  allow  the  presentation  to  be 
distinguished. 

In  primiparae,  it  is  usually  closed  untU  labour  has  actually 
begun. 


Signs  of  First  Stage. 

ill.  a.  The  first  stage  of  labour  is  occupied  in  the 
dilatation  of  the  os  uteri.  This  process  is  effected 
solely  by  the  contractions  of  the  uterus,  unaided  by 
any  of  the  voluntary  muscles.  It  is  characterised  bv 
peculiar  cutting  or  grinding  pains,  first  felt  in  the 
back,  and  gradually  extending  to  the  front. 
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State  of  Os  Uteri,  etc.,  in  First  StiKje. 

b.  Ou  making  a vaginal  examination,  you  can  teel 
that  the  upper  part  of  the  vagina  is  occupied  by  a 
soft,  rounded  tumour,  formed  by  the  lower  portion 

Fig.  G. 


of  the  uterus  (Fig.  6).  In  the  centre  of  this  is  the 
circular  aperture  of  the  os  tincse,  dilated  to  the  size 
of  a sixpence,  shilling,  half-crown,  crown,  or  even 
larger ; and  within  the  os  can  be  felt  the  membranous 
bag  of  the  waters  containing  the  presenting  part  of 
the  child.  When  a pain  comes  ou,  the  os  uteri 
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l)ecomes  thin  and  Umse ; the  hag  of  the  waters, 
which  was  before  flaccid,  becomes  ghdjiilar  and  tense 
as  a drum,  and  protrudes  more  or  less  through  the 
os,  which  is  thus  most  effectually  dilated.  As  the 
pain  increases,  the  presenting  part  descends  and 
presses  upon  the  os  uteri. 

Old  nurses  * often  imagine  that  the  pains  of  the  first 
stage,  which  they  call  “ niggling  ” pains,  are  doing  no  good, 
and  will  accordingly  direct  their  patients  to  hold  their 
breath  and  to  bear  down  with  all  their  might.  This  pro- 
ceeding is  not  only  useless,  but  injurious,  as  such  exertions 
of  the  voluntary  muscles  are  premature,  and  only  tend  to 
produce  exhaustion. 

If  the  hand  be  placed  upon  the  abdomen  during  a pain, 
the  whole  uterus  will  be  felt  to  become  very  firm  and  hard 
under  contraction. 

In  primiparae,  the  circle  formed  by  the  os  uteri  during 
dilatation  feels  much  thinner,  sharper,  and  more  even  than 
in  multiparae,  in  whom  it  is  often  irregular,  and  thickened 
from  the  effects  of  previous  labours. 

Sometimes  the  child’s  head,  covered  by  the  anterior  lip 
of  the  os  uteri,  presses  down  low  into  the  pelvis  even  before 
the  commencement  of  labour ; and  in  such  a case,  a be- 
ginner, mistaking  it  for  the  bare  head,  may  erroneously  con- 
clude that  the  labour  is  far  advanced  in  the  second  stage. 
A careful  vaginal  examination  will  prevent  anyone  from 
falling  into  this  mistake,  for,  even  if  the  imdilated  os  uteri 
is  not  detected,  it  will  be  formd  that  the  finger  cannot  be 
passed  between  the  presenting  body  and  the  pelvis  beyond 
a certain  distance,  viz.  the  angle  formed  by  the  jimction 
of  the  vagina  and  the  uterus  ; whereas,  in  the  second  stage 

* These  remarks  apply  chiefly  to  the  imeducatod  and 
uncertificated  nurses,  and  neighboui-s,  who  too  often  are  the 
only  attendants  on  the  i^oor. 
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of  labour,  the  finger  may  bo  iiassod  as  high  between  the 
head  and  pelvis  as  it  will  i-each. 

Diagnosis  of  Presentation. 

iv.  The  preseutatiou  slioukl  always  be  made  out, 
if  possible  before  the  membranes  are  ruptured.  The 
ordinary  and  natural  presentation  is  that  of  the 
crown  of  the  head,  or  vertex.  This  is  recognised  by 
being  larger,  rounder,  and  harder  than  any  other,  but 
aliove  all,  liy  the  divisions  or  sutures,  and  spaces  or 
fontanelles  between  the  cranial  bones  (Fig.  8). 

If  the  presentation  be  not  recognised  until  after  the 
membranes  are  ruptured,  the  most  favourable  opportunity 
for  turning,  or  otherwise  rectifying  malpositions,  is  lost. 

In  multiparte  the  head  is  usually  much  higher  during 
the  first  stage  than  in  primiparaj ; and  it  occasionally  lies  so 
much  in  front  and  above  the  pubis,  that  there  is  consider- 
able difficulty  in  reaching  it  before  the  membranes  are 
ruptured. 

When  the  sutures  and  fontanelles  can  be  distinctly  felt 
it  amounts  to  positive  proof  of  head  presentation,  as  no 
such  structures  exist  in  any  other  part  of  the  body. 

When  the  Patient  can  he  Left. 

V.  A patient  in  the  first  stage  of  labour  can  be 
safely  left  for  a short  time  under  the  following 
circumstances ; (a)  In  the  case  of  a primipara,  if 
the  presentation  be  natural,  and  the  os  uteri  not  yet 
dilated  to  the  size  of  a crown-piece,  {h)  In  the  case 
of  a multipara,  if  the  pains  be  few  and  weak,  tlie 
presentation  natural,  and  the  os  uteri  not  yet  dilated 
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to  tho  size  of  a sliillin^.  (c)  In  any  case,  if  there 
have  been  very  few  pains  liefore  your  arrival,  and 
none  for  at  least  an  hour  afterwards. 

a and  b. — Dr.  Gooch  give.?  the  following  judicious  a<ivice  : 
“ Tlie  propriety  of  absenting  yourself  from  a patient  who  is 
in  labour  will  depend  upon  many  circumstances,  but  princi- 
pally upon  whether  or  notit  is  a first  labour.  If  it  is  a first 
labour,  provided  you  can  be  within  call,  j’ou  may  visit  your 
other  patients,  return,  ascertain  the  state  of  the  lalmur,  and 
perhaps  go  out  again,  etc.  This  you  may  do  until  the  os 
uteri  is  dilated  to  tho  size  of  <a  crown-piece — a process  which 
will  occupy  about  two-thirds  of  the  time  of  labour ; after- 
wards no  prudent  man  would  leave  his  patient  until  the 
labour  is  over.  But  if  it  is  not  the  first  child,  the  progress 
of  the  labour  is  very  different ; the  patient  has  slight  pains, 
recurring  about  every  ten  or  fifteen  minutes,  just  sufficient  to 
remind  her  that  she  is  in  labour ; the  accoucheur  is  generally 
apprised  of  tliis  state  of  things  in  order  that  he  maj’  be  in 
the  way.  On  being  sent  for,  after  a notice  of  this  kind,  you 
will  find  that  these  trifling  pains  have  been  sufficient, 
perhaps,  completely  to  dilate  the  os  uteri.  The  pains  now 
become  stronger,  and  the  membranes  more  distended — 
presently  they  are  ruptured — gush  goes  the  liquor  amnii ; 
and  if  3'our  arrival  has  not  been  prettj’  expeditious,  you  maj* 
be  greeted  on  entering  the  room  with  the  squalling  of  the 
child  under  the  bed-clothes.  If  I am  called  to  a labour 
which  is  not  the  first,  and  find  the  pains  regular  though 
slight,  however  trifling  may  be  the  dilatation  of  the  os 
uteri,  I am  exceedingly^  shy  of  leaving  mj'  patient.” 

(c)  If  tho  pains  have  ceased  in  consequence  of  the 
patient’s  nervousness  at  jmur  sudden  appearance,  v’ou  will, 
by  waiting  an  hour,  have  allowed  ample  time  for  the  effects 
of  tills  feeling  to  we.ar  off. 
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Prognosis. 

After  the  examiuatiou  has  been  made,  the  patient 
will  probably  ask  whether  all  is  right,  and  how 
long  it  will  be  liefore  the  labour  is  over.  The  first 
of  these  questions  may  be  answered  in  the  afiirmative, 
if  the  head  presents  and  the  passages  are  in  proper 
condition  ; but  to  the  second  you  can  only  reply  that 
it  is  impossible  to  tell  with  certainty,  because  the 
duration  of  the  labour  will  depend  upon  the  strength 
and  frequency  of  the  pains  and  other  circumstances 
which  are  beyond  calculation. 

Any  attempt  to  foretell  the  exact  duration,  especially  of  a 
first  labour,  would  be  very  likely  to  end  in  the  exposure  of 
the  false  prophet,  and  the  disappointment  of  the  patient. 

Progress. 

When  the  pi’eseutation  has  been  made  out,  the 
progress  of  the  labour  is  to  be  ascertained  by  subse- 
quent examinations,  but  the  fewer  vaginal  examina- 
tions made  for  this  purpose  the  better.  One 
examination  should  be  sufficient  in  a favourable 
case. 

Every  vaginal  examination  renders  the  patient 
liable  to  the  risk  of  septic  infection,  and  to  avoid 
this  risk  as  far  as  possible  none  should  be  made  un- 
necessarily. 

Frequent  vaginal  examinations,  especially  during  the 
first  stage,  cause  much  discomfort,  and  tend  to  render  the 
parts  dry  and  irritable. 
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It  is  (liincult  to  lay  down  any  prociso  rulo  as  t-o  tho  fre- 
quency of  examinations ; they  should  in  general  )>e  ma/le 
as  seldom  as  possible,  and  never  in  any  stage  of  lalxiur 
without  a definite  object  and  after  taking  every  possible 
precaution. 


Position  (luring  First  Stage. 

It  i.s  not  necessary,  during  the  first  stage,  to  keep 
the  patient  on  the  hed.  On  tlie  contrary,  the  pains 
will  be  more  effectual  when  she  is  in  the  erect  jxjs- 
ture,  either  sitting,  standing,  or  walking. 

The  question  of  jDosition  at  this  time  is  one  which  may 
safely  be  left  to  the  patient,  who  may  be  allowed  to  consult 
her  own  ease  and  convenience. 

If,  however,  the  pains  become  feeble  upon  lying  down, 
she  should  be  encouraged  to  get  up  occasionally  and  walk 
about  the  room. 

Pro2mety  of  Occasional  Absence  from  the  Poom. 

The  pressure  upon  the  bladder  and  rectum  during 
labour  is  apt  to  cause  frequent  desire  to  pass  water 
and  to  go  to  stool ; you  should  therefore  retire,  when 
you  can,  into  another  room,  and  thus  relieve  your 
patient  from  the  restraint  occasioned  by  your  con- 
stant presence. 

It  often  happens  that,  amongst  the  poorest  class,  there 
is  no  second  room  into  which  the  accoucheui-  can  retire ; 
but  when,  unfortunately,  such  is  the  case,  the  force  of 
habit  has  probably  done  much  to  blunt  any  feelings  of 
modesty. 
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Diet  (Juri)uj  Labour. 

During  the  active  progress  of  labour  the  patient’s 
diet  should  be  very  simple.  In  an  ordinary  case  some 
tea  or  gruel,  with  or  without  some  toast  or  bread,  will 
be  sufficient.  If,  however,  labour  is  very  prolonged 
and  the  muscular  exertion  severe  it  will  often  be 
necessary  for  the  patient  to  have  some  light  and 
stimulating  food  in  addition  to  this  ; beef  tea  or  an 
egg  beaten  up  with  milk  will  often  prove  beneficial. 

The  process  of  labour,  like  other  forms  of  muscular 
exertion,  interferes  with  that  of  digestion,  and  therefore 
a full  meal  is  to  be  avoided. 

Signs  of  Second  Stage. 

The  second  stage  of  labour  commences  with  the 
full  dilatation  of  the  os  uteri,  and  terminates  with  the 
birth  of  the  child.  It  is  occupied  in  the  expulsion  of 
the  child,  a process  which  is  effected  by  the  contrac- 
tions of  the  uterus,  aided  by  the  voluntary  muscles, 
especially  those  of  the  abdominal  parietes  and  the  dia- 
phragm. The  pains  are  of  a peculiar,  forcing  charac- 
ter, and  cause  the  woman  to  hold  her  breath,  to  fix 
her  limbs  and  to  bear  down  with  all  her  might.  The 
low  complaints  of  the  first  stage  commonly  give 
place  to  a loud  outcry,  both  before  and  after  each 
pain. 

Position  during  Second  Stage. 

During  the  second  stage  the  patient  should  be 
ke[)t  ujion  the  b<*d,  lying  upon  her  left  side.  The 
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part  of  tlie  bed  upon  wliicli  bIig  rests  should  pre- 
viously be  “ guarded,”  as  it  is  termed,  by  covering  it 
with  a piece  of  rubber  sheeting  or  oil-clotli,  so  as  U) 
protect  it  from  the  discharges,  etc.  (a  piece  of  tarred 
bi-own  paper  is  an  efficient  substitute  for  these  in  an 
emergency).  Amongst  tlie  poorer  classes  it  is  custo- 
mary to  turn  up  the  lower  half  of  the  l>ed  so  as  to 
uncover  the  sacking,  upon  which  a folded  sheet, 
blanket,  or  piece  of  carpet  is  then  placefl. 

State  of  Uterus,  Vagina,  etc.,  during  Second  Stage. 

Vaginal  examinations  should  not  l)e  made  fre- 
quently during  the  second  stage,  since  towards  the 
last  part  of  the  second  stage  there  is  a possibility  of 
infecting  any  lacerations  that  may  have  occurred.  The 
os  uteri  is  now  fully  dilated,  so  that  the  uterus  and 
vagina  form  one  continuous  canal.  At  this  ]>eriod 
the  membranes  usually  rupture,  and  the  waters 
escape  with  a gush. 

Vaginal  examinations  occasion  mncli  less  annoyance  and 
irritation  during  the  second  stage,  because  the  soft  parts 
are  well  relaxed,  and  bathed  freely,  both  by  liquor  amnii, 
and  a copious  mucous  secretion ; nevertheless,  avoid  them 
if  possible. 

The  quantity  of  liquor  amnii  is  very  variable : sometimes 
it  is  so  little  that  its  escape  is  scarcelj'  apparent ; at  other 
times  it  is  sufficiently  great  to  deluge  the  bed  and  to  piour 
down  on  the  floor. 

Diagnosis  of  Presentation. 

As  soon  as  the  membranes  have  ruptured,  the  exact 
position  of  the  head  should,  if  possible,  be  ascer- 
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taineJ.  The  hairy  scalp  will  now  be  felt  distinctly, 
either  loose  and  wrinkled,  or  puffy  and  oedeniatous  ; 
in  an  ordinary  case  the  posterior  superior  part  of  the 


Fio.  7 (taken  from  Dr.  Tyler  Smith’s  manual)  repre- 
sents the  uterus  and  parturient  canal  in  a state  of 
full  dilatation. 

right  parietal  bone  presents ; the  occiput  of  the 
child  is  towards  the  left  acetabulum  of  the  mother ; 
the  sagittal  suture  runs  obliquely  backwards,  and 
from  left  to  right,  and  divides  the  vertex  unequally 
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into  two  parts,  of  wliicli  the  anterior  is  the  largest 
and  loAvcst;  it  commences  in  front  with  tlie  triangular 
space  of  the  posterior  fontanelle,  and  terminates 
behind  with  the  quadrangular  anterior  fontanelle, 


Fig.  8. 
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wriiikleil ; if  it  bo  slow  and  diflicult,  especially  if  it  bo  a 
first  labour,  the  presenting  i)art  will  become  tense  and 
cedeni.atoiis,  forming  what  is  called  the  “caput  succe- 
daneum.” 

Fig.  S). 


As  the  second  stage  advances,  the  child’s  head  is 
felt  to  press  down  more  and  more  into  the  cavity  of 
the  pelvis  with  each  pain,  and  to  recede  somewhat 
afterwards.  Still,  each  pain  gains  upon  the  advance 
made  by  its  predecessor,  and  the  head  gradually  fills 
the  hollow  of  the  sacrum,  until  at  last  it  occupies 
the  outlet  of  the  pelvis,  and  presses  on  the  periuaeum 
(Fig.  9). 
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Manu<jement  during  Ike  Fains. 

During  tbe  pains  oi  the  second  stage  tlie  woman 
should  be  encouraged  to  second  the  uterine  efforts 
by  her  own  exertions  ; you  may  tlierefore  dirwt  Ijer 


Fig.  10. — Eotation  of  head  in  vertex  presentation.  First 
or  ordinary  position. 

to  hold  her  breath,  and  to  grasp  a towel,  which  is 
usually  fastened  round  one  of  the  bedposts  for  that 
purpose,  and  at  the  same  time  to  press  firml}*  with 
her  feet  against  the  nearest  bedpost  or  the  footboard. 
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When  the  extremities  are  thus  fixed,  the  muscles  of  the 
thorax  and  abdomen  will  act  more  advantageously. 

Nurses  are  in  the  habit  of  making  firm  pressure  upon  the 
lower  part  of  the  woman’s  back  during  each  pain,  and  much 
relief  is  often  thus  afforded. 


Passage  of  Head  through  Outlet. 

As  the  head  is  passing  through  the  outlet  of  the’ 
pelvis  it  loses  its  former  oblique  position  and  makes 
a slight  turn,  so  as  to  bring  the  occiput  beneath  the 
arch  of  the  pubis,  and  the  face  opposite  the  sacnmi 
(Fig.  10).  At  tlie  same  time,  whilst  the  occiput  is 
comparatively  fixed,  the  chin  becomes  sepai  ated  from 
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the  sternum  ; the  face  descending  and  descrihiug  a 
curve  in  conformity  with  the  hollow  of  the  sacrum. 
The  perinajum,  now  greatly  distended,  and  much 
reduced  in  thickness,  covers  the  head  very  closely 
(Fig.  11)  ; the  anus  is  also  dilated,  and  Ixjcomes 
D-shaped,  with  the  convexity  of  the  D backwards, 
and  its  mucous  membrane  more  or  less  protruded. 

By  the  turn  just  mentioned,  which  is  called  the  “ move- 
ment of  rotation,”  the  antero-posterior,  or  long  diameters, 
of  the  head  and  pelvic  outlet  are  brought  into  correspon- 
dence. 

By  the  second  movement,  which  is  termed  “ extension,” 
the  axis  of  the  head,  or  occipito-mental  diameter,  assumes 
the  same  direction  as  the  axis  of  the  outlet  of  the  pelvis. 

Any  fffices  which  may  be  contained  in  the  lower  part  of 
the  rectum  are  mechanically  expelled  by  the  pressure  of 
the  head.  This  is  one  of  the  many  inconveniences  which 
may  result  fi-om  a loaded  state  of  the  rectum,  and  to  avoid 
this  the  rectum  should  always  have  been  emptied  by  an 
enema.  Never  accept  the  statement  that  “the  bowels 
moved  this  morning  ” as  sufficient,  and  so  dispense  with  the 
enema,  or  a “ dirty  confinement  ” will  result. 

When  the  periuajum  is  distended,  the  parts  should  alwaj-s 
be  exijosed  to  view  in  order  that  what  is  taking  place  may 
be  seen  clearly.  By  skilfully  arranging  the  light  and 
clothes  this  may  be  done  ■with  but  little  exposure. 

Support  of  Perinasum. 

It  is  often  advised  that  the  distended  periniBum 
should  be  supported.  This  is  usually  effected  by 
laying  the  palm  of  one  hand  (previously  covered  by 
a dialler  or  napkin  wrung  out  of  the  antiseptic 
solution)  flat  upon  the  perinaeum,  with  the  wrist 
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towards  the  coccyx  and  the  tips  of  the  hugers  for- 
wards, aud  making  pressure  upon  the  part,  iu  such 
a mauuer  as  to  give  the  head  a proper  direction  for- 
wards, beneath  the  ])ubic  arch.* 

By  pressing  on  the  forehead  iu  the  manner  described 
when  the  occiput  is  partly  through  the  outlet  it  is  some- 
times possible  to  deliver  the  head  iu  the  interval  between 
two  pains  and  thus  apparently  save  the  periuteum  from  a 
certain  amount  of  strain.  The  object  of  the  pressure  is  to 
iuci'ease  the  movement  of  extension  aud  so  render  the  dis- 
tension of  the  vaginal  outlet  as  little  as  ijossible. 

The  left  hand  is  usually  preferred  for  the  support  of  the 
periua;uui,  because  the  right  is  then  free  for  any  other 
manipulations  which  may  be  required. 

Expulsion  of  Head. 

After  a variable  time  the  resistance  of  the  peri- 
uajiim  is  overcome,  and  the  head,  propelled  by  two 
or  three  long  and  severe  pains,  escapes  from  the 
vulva.  As  soon  as  it  is  expelled  it  resumes  its  former 
oblique  position,  so  that  the  face  looks  upwards  aud 
backwards  towards  the  I’ight  hip  of  the  mother. 

The  diliitatiou  of  the  poriuajum,  which  iu  multiparaj  may 
bo  effected  in  two  or  three  i^aiiis,  may  occasionally  iu  i^rimi- 
parai  occupy  a period  of  several  hours.  Young  accoucheurs 

* The  author,  being  thoroughly  convinced  of  its  inutility, 
has  for  many  years  abandoned  the  practice  of  su2)porting 
the  perinajum.  He  would,  however,  advise  the  student, 
before  doing  the  same,  to  give  the  practice  a fair  trial  in  a 
certain  number  of  cases,  so  as  to  be  able  to  form  his  own 
conclusions  resiiecting  its  utility. 


3- 


34 


MANAGEMENT  OF  OBDINAEY  LABOOE. 


should  therefore  he  cautious  not  to  promise  a spts.-dy 
termination  under  sucli  circumstances. 

The  vertex  and  l);iek  of  the  head  escaxje  first,  wliilst  the 
Ijorder  of  thcperinajuin  glides  successively  over  the  anterior 
fontanelle,  the  forehead  and  face. 

The  movement  of  rotation,  which  is  again  performed  by 
the  head  after  its  expulsion,  is  termed  “ restitution,”  and  is 
due  to  the  head  which  had  been  rotated  towards  one 
shoulder  during  its  passage  through  the  pelvis  regaining  its 
normal  position  with  its  antero-posterior  diameter  at  right 
angles  to  the  line  through  the  two  shoulders. 

Diu'ing  the  latter  part  of  the  second  stage  the  accoucheur 
should  remain  at  the  bedside,  noting  carefully  the  exact 
coiu’so  and  jorogress  of  the  head. 

Interval  after  Birth  of  the  Head. 

In  most  cases  a sliort  interval  elapses  after  the 
birth  of  the  head,  before  the  uterus  resumes  its 
action.  During  this  time  the  child,  if  vigorous,  may 
breathe,  or  even  cry ; but  more  frequently  it  is 
unable  to  do  either,  until  the  body  is  born  and  the 
chest  set  at  liberty. 

When  the  labour  is  raj)id  and  the  pains  very  powerful, 
the  head  and  body  are  not  infrequently  expelled  bj'  the 
same  jDain. 

Whilst  waiting  for  the  expulsion  of  the  body,  you 
may  support  the  head  of  the  child  with  your  hand, 
and  remove  with  a piece  of  linen  or  gauze  any  mucus 
or  portions  of  membrane  which  may  clog  the  mouth 
or  fauces.  You  may  also  see  that  everything  is 
ready  for  the  child,  and  especially  that  there  are  at 
hand  for  the  purpose  of  tying  and  dividing  the  cord 
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a pair  of  scissors  and.  a skein  or  two  of  stout  thread, 
all  of  which,  i.  e.  scissors  and  thread,  should  have 
been  boiled,  the  scissors  placed  in  either  a solution 
of  lysol  or  carbolic  acid,  the  thread  in  a solution  of 
either  one  of  these  or  of  corrosive  sublimate. 

The  accoucheur  should  wait  patiently  for  the  uterine 
contractions,  and  on  no  account  attempt  to  hasten  the 
delivery  by  pulling  at  the  child’s  neck  and  shoulders — a 
practice  much  in  favour  with  old  nurses,  but  very  mis- 
chievous, because  it  is  likely  to  leave  the  uterus  uncon - 
tractcd,  and  thus  to  occasion  ha3morrhage.  In  rare  cases 
much  delay  due  to  a child  with  unusually  large  shoulders 
may  occur,  and  the  child  bo  stillborn  in  consequence ; if 
there  is  danger  of  this  occm-ring  a finger  should  be  hooked 
into  an  axilla  and  traction  made  or  an  arm  brought  down. 

Expulsion  of  Body. 

After  the  birth  of  the  head  the  uterus  speedily 
renews  its  efforts  and  expels  the  rest  of  the  body. 
Wliilst  the  shoulders  are  clearing  the  pelvic  outlet,  a 
movement  of  rotation,  similar  to  that  performed  by 
the  head,  causes  the  right  shoulder  to  pass  beneath 
the  pubic  arch,  and  the  left  in  front  of  the  perinseum. 

When  to  Separate  the  Child. 

A strong,  healthy  child,  as  soon  as  it  is  born, 
will  l^egin  to  breathe  freely,  and  in  most  cases  to  cry 
vigorously.  As  soon  as  it  has  thus  given  satisfactory 
proof  of  its  respiratory  power,  you  may  at  once  pro- 
ceed to  separate  it  from  its  mother  by  tying  and 
dividing  the  umbilical  cord,  but  it  is  generally  better 
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to  wait  until  tlic  veasels  in  the  Cfjr<]  cease  t/j  pulsate. 
As  soon  as  the  pulsation  cannot  \m  felt  in  that  part 
of  the  cord  close  to  the  vaginal  outlet  it  should  lx; 
tied  and  cut. 


Licjature  and  Division  of  Cord. 

Taking  care  tliat  the  child  is  not  covered  and  that 
you  can  see  what  you  are  about,  place  a ligature, 
consisting  of  three  or  four  pieces  of  stout  thread, 
which  has  been  previously  sterilised  by  Ijoiling  and 
placed  in  an  antiseptic  lotion  in  readiness,  around 
the  cord,  about  three  fingers’  breadth  from  the  navel, 
and  tie  it  tightly  with  a firm  double  knot ; then  place 
another  similar  ligature  about  an  inch  further  from 
the  navel,  having  emptied  the  vessels  of  the  cord  by 
squeezing  the  cord  away  from  the  first  ligature  and 
towards  the  placenta,  and  divide  the  cord  between 
the  two  with  a pair  of  scissors.  You  then  give  the 
child  to  the  nurse,  who  wraps  it  up  in  a piece  of 
flannel  called  a “ receiver,”  and  carries  it  off  to  the 
fireside  to  be  washed  and  dressed. 

As  soon  as  the  child  is  horn,  the  accoucheiu-  should  sec 
that  the  air  has  free  access  to  its  face,  and  that  its  mouth 
and  nose  are  not  covered  by  bed-clothes,  etc. 

If  the  accoucheur  divide  the  cord  carelessly  beneath  the 
bed-clothes,  without  seeing  what  he  is  about,  he  may  ampu- 
tate at  the  same  time  portions  of  the  child’s  fingers,  toes, 
or  even  penis,  as  in  cases  related  by  Denman,  Merriman, 
and  others. 

If  the  cord  at  the  navel  is  unusually  thick  and  bulky  it 
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sliould  be  tied  at  a •iroator  distance  from  tlie  navel  tlian 
nsual,  since  under  these  circumstances  it  may  contain  a 
loop  of  intestine,  the  cutting  of  which  would  probably 
prove  fatal,  or  a persistent  diverticulum  (Meckel’s)  from 
the  small  intestine  may  be  present,  the  cutting  of  which 
might  produce  a faecal  fistula. 

The  threads  of  which  tlio  ligatures  consist  should,  before 
being  used,  be  united  together  by  a knot  at  each  end.  The 
ligature  nearest  to  the  utnbilicus  is  absolutely  necessary  to 
prevent  the  child  from  bleeding  to  death  by  haemorrhage 
from  the  divi<led  umbilical  vessels.  The  other  ligature  is 
not  absolutely  necessaiy,  but  is  used  chiefly  for  the  sake  of 
cleanliness,  to  prevent  the  blood  contained  in  the  rest  of 
the  cord  from  spurting  out  upon  the  bed  or  the  clothes 
of  the  accoucheur. 

Before  the  child  is  given  to  the  nurse,  the  portion  of 
cord  attached  to  it  should  be  examined,  to  ascertain  that 
the  ligature  remains  firm,  and  that  there  is  no  oozing  of 
blood  from  the  umbilical  vessels. 

As  soon  as  the  child  is  born  the  mother  may  bo  informed 
as  to  its  sex  ; and  if  the  child  bo  healthy  and  well  formed, 
she  may  bo  satisfied  upon  these  points  also  ; but  if  there  bo 
any  defect  or  malformation  she  should  not  be  told  of  it  too 
soon  or  abruptly. 


Third  Stiuje  of  Labour 

Tlie  third  stage  of  labour  is  occupied  iu  the  ex- 
j>ulsiou  of  the  after-birtli.  Tlie  birth  of  the  cliild  is 
generally  followed  by  a short  interval  of  repose,  after 
which  three  or  four  pains  set  in,  which  arc  frefjucntly 
accoinj)anied  with  some  discharge  of  blood,  and  resem- 
ble those  of  the  first  stage  in  character.  By  means 
of  the.se  contractions  the  uterus  casts  off  the  after- 
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hirtli,  sometimes  completely  iK^yond  flie  vulva,  but 
more  often  into  the  upper  part  of  the  vaf^ina. 

The  period  of  repose  iinmediatoly  followinp^  tlie  hirth  of 
the  child  is  generally  free  from  pain,  and  is  a delightful 
contrast  to  the  preceding  suffering. 

It  occasionally  happens  when  uterine  action  is  very 
energetic  that  the  child  and  placenta  are  expelled  together 
by  the  same  pain.  From  the  flow  of  bloo<l  which  accom- 
panies them,  the  pains  of  the  third  stage  have  lx.*en  called 
the  “ dolores  cruenti.”  The  blood  eseajjes  from  the  venous 
orifices  which  have  been  laid  open  by  the  s<3paration  of  the 
placenta  from  the  inner  surface  of  the  uterus.  In  some 
cases,  however,  there  is  apparent!}'  no  escap<;  whatever. 
The  quantity  of  blood  which  escapes  with  the  placenta  is 
very  variable;  it  may  be  as  little  as  a table-.spoonful,  or  as 
much  as  a pint  without  producing  any  material  effect  on 
the  jiationt ; if  it  exceeds  the  latter  quantity,  it  will  be 
likely  to  produce  a marked  constitutional  eff(»ct  a.s  indicated 
by  the  pulse,  etc.  ; the  case  then  becomes  one  of  prist-partuni 
haBinorrhage,  and  is  to  bo  treated  accordingly  (Part  II, 
p.  104). 


Neressify  of  maJcivg  Ahdominal  E^eaminatiov  in 
Third  Stage. 

As  soon  as  you  liave  given  the  cbikl  to  the  nurse 
you  should  make  it  an  invariable  rule  to  place  your 
hand  upon  the  patient’s  abdomen  for  the  purpose 
of  examining  the  uterus.  In  most  cases  it  tvill  be 
distinctly  felt  reaching  as  high  as  the  umbilicus,  and 
becoming  perceptibly  harder,  so  that  its  limits  can  be 
easily  defined.  When  it  is  in  this  state  it  is  beginning 
to  contract,  but  has  not  yet  expelled  tlie  placenta. 
On  making  an  oi'dinary  vaginal  examination  you  can 
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feel  the  cord  ouly,  l>ut  no  portion  of  the  placenta. 
This  examination,  however,  is  unnecessary  as  a rule, 
and  should  only  bo  made  if  there  is  some  distinct 
indication  for  doing  so. 

By  means  of  an  abdominal  examination  yon  can  satisfy 
yourself  from  the  greatly  red\iced  bulk  of  tlio  uterus,  not 
only  that  that  organ  is  contracting  upon  the  placenta,  but 
that  it  does  not  contain  a second  child  (see  Part  II,  p.  88). 
Spiegelberg  remarked  with  respect  to  the  management  of 
the  third  stage  of  labour ; “ A constant  supervision  of  the 
uterus  from  the  moment  the  head  is  delivered,  by  which 
genei’al  contraction  of  the  uterus  and  detachment  of  the 
pihvcenta  are  ensured,  is  the  main  point.” 

Duration  of  Third  Starje. 

The  average  duration  of  the  third  stage,  reckoning 
from  the  l>irth  of  the  child  to  the  expulsion  of  the 
after-birth,  is  about  a quarter  of  an  hour.  During 
this  time  you  should  sit  by  the  bedside,  keeping  the 
hand  on  the  abdomen,  lightly  grasping  the  fundus 
uteri  and  bringing  it  forward  so  that  the  hand  lies 
above  and  somewhat  behind  it,  waiting  patiently 
until  the  placenta  is  detached  by  the  natural  efforts; 
but  you  shoidd  on  no  account  attempt  to  hasten  that 
process  by  pulling  at  the  funis. 

The  time  occupied  by  the  third  stage  is  exceedingly  vari- 
able; sometimes  the  placenta  follows  immediately,  or  in  five 
minutes  after  the  birth  of  the  child  ; at  other  times  it  is  not 
expelled  until  twentj'  minutes,  half  an  hour,  or  oven  more, 
have  elapse<l.  When  it  remains  more  than  an  hour  in  the 
uterus,  the  case  may  be  considered  as  one  of  retained 
placenta,  and  treated  accordingly  (see  Part  III,  p.  18S). 
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Dantjnr  of  forcihhj  Delo.chiyifj  Plocerifo. 

Traction  on  tho  cord  when  the  plac<;nta  is  still  attached, 
and  especially  when  the  uterus  is  unofmtracted,  niaj"  pro- 
(hice  the  most  disastrous  consequences;  it  may  caus<i  — 
(1)  Copious  li8omorrlia"e  from  partial  detiichment  of  the 
placenta.  (2)  Inversion  of  the  uterus.  (•'{)  S<jparation  of 
the  cor<l  from  tho  placenta,  (4)  Irre^'iilar  or  hour-^lass 
contraction  of  tho  uterus. 

Hoto  to  ascertain  if  Placenta  is  iJetached. 

In  most  cases  the  placenta,  after  being  detaehe*] 
and  expelled  from  theutei'ine  cavity,  is  found  resting 
on  tlie  os  tincse,  or  in  the  upper  part  of  the  vagina. 
You  will  know  that  it  is  in  this  situation,  and  may 
at  once  proceed  t o remove  it,  when  with  the  hand, 
which  is  resting  on  the  fundus  and  lightly  grasping 
it,  you  feel  that  the  fundus  uteri  becomes  smaller, 
and  has  a tendency  to  rise  towards  the  umbilicus. 

If  these  cases  are  left  to  nature,  the  placenta  may 
remain  several  hours  before  the  vagina  has  regained 
sufficient  contractility  to  expel  it.  Another  guide  to 
the  readiness  of  the  placenta  for  expulsion  will  I>e 
found  in  the  lengthening  of  the  cord  which  takes 
place  as  it  descends.  When  the  cord  is  seen  to  l>e 
descending  through  the  outlet  it  shows  that  the 
separation  of  the  placenta  is  taking  place,  Imt  as  long 
as  the  cord  descends  when  the  uterus  is  pressetl  on. 
and  retreats  when  the  pressure  is  removed,  the 
])lacenta  is  still  in  the  uterus. 

If  now  ail  ordinary  vaginal  examination  is  made, 
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not  only  the  insertion  of  the  coi-d,  Init  also  a con- 
siderable portion  of  the  placenta  can  be  felt.  Tliis 
e.xaniination,  however,  should  never  be  made  unless 
al>solutely  necessary. 

You  must  not  forget  that,  not  only  the  placenta, 
Imt  also  the  membranous  cliorion  has  to  be  separated 
from  the  uterine  wall.  Undue  hurry  in  the  removal 
of  the  placenta  is  apt  to  cause  part  of  the  chorionic 
membrane  to  be  retained  in  the  uterus.  The  removal 
of  the  placenta  sliould  not  be  attempted  before  tlie 
lapse  of  a quarter  of  an  hour,  and  not  then  unless 
the  decrease  in  size  of  the  uterus  shows  that  it  is 
ready  to  be  expelled. 

How  to  remove  a Detached  Placenta. 

Grasp  the  fundus  of  the  uterus  firmly,  bring  it 
into  a position  of  slight  anteversion  so  that  you  can 
command  its  whole  upper  surface,  and  press  down- 
wards and  somewhat  backwards  in  the  direction  of 
the  axis  of  the  inlet.  This  will  lead  to  the  expulsion 
first  of  all  of  a greater  or  less  quantity  of  clot, 
followed  by  the  placenta.  This  method  of  promoting 
expulsion  is  called  “ expulsion  of  the  placenta,”  and 
although  first  practised  in  •Dublin,  has  lieen  dignified 
by  the  name  of  “ Crede’s  method.”  Ci’edc  mtist 
certainly  lie  given  the  credit  of  inlToducing  it  into 
Germany.  No  further  manipulation  is,  as  a rule, 
necessary  for  the  expulsion  of  (he  [diicenta. 
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Ifov)  to  remove  Membranes. 

In  all  cases  as  soon  as  the  placenta  is  l>eyon<l  llie 
os  externum  it  should  l>e  turne/1  round  and  round 
several  times  before  being  taken  away.  By  this 
means  the  membranes,  trailing  Ixihiud  it,  are  twisted 
into  a rope,  and  are  more  readily  withdrawn  from  the 
vagina. 

After  the  removal  of  the  placenta  the  uterus  should 
l>e  strongly  compressed  to  expell  all  clot.  If  a small 
portion  of  membrane  is  left  Ijehind  it  will  jirobably 
do  no  harm,  but  should  the  membranes  tear,  leaving  a 
portion  protruding  through  the  outlet,  it  should  I>e 
removed  by  grasping  it  with  a pair  of  pressure  forceps, 
making  gentle  traction  upon  it,  and  passing  a finger 
of  a sterilised  hand  along  it  until  its  attachment  to 
the  uterus  is  reached,  when  it  should  Ite  gently  j>eeled 
off  and  removed.  The  hand  should  Ije  kept  on  the 
fundus,  lightly  grasping  and  slightly  compressing  it 
for  half  an  hour  at  least  after  the  removal  of  the 
placenta. 

The  placenta,  when  removed,  is  to  be  put  into  a chamber 
ixtensil,  which  ahoxild  be  at  hand  to  receive  it.  Before  the 
placenta  is  disposed  of  by  the  nurse  it  should  t>o  carefully 
examined  in  every  case.  It  should  be  placed  in  the  palms 
of  both  hands  with  its  uterine  surface  uppermost,  and  all 
the  cotyledons  brought  into  apposition  with  one  another,  so 
as  to  see  that  no  gaps  are  loft.  A gap  that  cannot  be  closed 
shows  that  a portion  has  been  torn  off  and  remains  in  the 
riterus. 

The  bag  of  membranes  should  then  be  held  up  with  the 
cord  and  foetal  surface  of  the  placenta  under  it  and  their 
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completeness  noted  j any  oponiiifj  other  than  that  throug-h 
which  the  child  has  piissed  indicates  either  that  a portion 
has  been  torn  away,  or  that  a placenta  succentxiriata  has 
l>een  present. 

The  phacenta  is  afterwards  taken  away  by  the  nurse 
and  burnt,  in  accordance  Avith  a popular  custom  of 
long  standing. 


State  of  Uterus  after  Expulsion  of  Placenta. 

As  soon  as  the  placenta  has  come  away  you  should 
again  make  an  abdominal  examination.  If  the  uterus 
l)e  propei'ly  contracted  you  will  feel  it  through  the 
parietes,  somewhere  between  the  umbilicus  and  pubis, 
as  a hard,  round  mass,  about  the  size  and  firmness  of 
a child’s  head  at  birth. 

Nature  guards  against  hajinorrhage  from  the  open  venous 
sinuses  by  contraction  of  the  uterine  fibres.  By  this  nutans 
each  bleeding  vessel  is  seciu’ed  as  effecttially  as  by  a ligature. 
No  medical  man  should  feel  satisfied  in  leaving  his  patient 
until  the  uterus  has  contracted  propeidy. 

The  uterus  is  seldom  found  to  be  quite  in  the  middle 
line,  but  is  more  often  inclined  to  one  side,  especially  the 
right. 


Rigors  after  Labour  ; their  Treatment. 

The  heat  and  perspiration  produced  by  the  violent 
exertions  of  the  second  stage  are  likely  to  be  followed 
by  chilliness  when  the  labour  is  over.  You  may 
therefore  remove  the  soiled  sheet  from  beneath  the 
patient  and  substitute  a warm,  dry  napkin ; and  also 
apply  to  the  external  genitals  a similar  napkin,  which 
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tlie  usually  koojis  in  mulinf-Sh  for  ll)o  purpose. 

You  may  likewise  direet.  the  nurse  throw  an  extra 
blanket  over  her,  and  to  ^ive  her  some  warm  drink, 
such  as  tea  or  gruel. 

Nurses  arc  very  fond  of  adding  some  spirits  to  the  tf*a  or 
gr\iol,  but  as  a general  rule  such  stimulants  should  Ik‘  for- 
bidden. As  the  ordinary  manipulations  of  lalKjur  are  now 
concluded,  the  modic.al  attend.'int  is  at  lilx*rty  tfj  Ic-ave  the 
liodside  for  a short  time  to  wash  his  hands,  etc.,  but  he 
should  not  leave  the  patient  for  an  hour  after  the  birth  of 
the  child,  and  not  then  unless  the  pul.se  has  fallen  Isdow 
too  beats  to  the  minute. 

Jlow  to  Wrap  up  the  Cord. 

Whilst  the  nurse  is  dressing  the  child  you  may 
examine  the  remnant  of  cord  attached  to  the  alxlomen. 
For  the  sake  of  cleanliness  it  is  usually  passe*! 
thi-ough  a hole  in  the  centre  of  a srjuare  piece  of  soft 
linen  rag,  in  which  it  is  enveloped,  and  then  turned 
up  on  the  abdomen,  but  it  is  better  to  use  for  tliis 
purpose  a piece  of  dry  boracic  lint  after  dusting  the 
cord  with  a little  powdered  boracic  acid.  To  keep  it 
in  place  a broad  piece  of  flannel  is  passed  round  the 
child’s  body  and  secured  by  stitches.  The  portion  of 
cord  withers,  and  generally  drops  off  about  the  end 
of  a week'. 

Nurses  have  a prejudice  in  favour  of  scorched  rag,  which 
they  use  under  the  idea  that  it  promotes  in  some  m.anner 
the  cicatrisation  of  the  umbilicxis  after  the  separation  of 
the  cord.  The  scorching  has,  as  a matter  of  fact,  the  result 
of  rendering  the  rag  more  or  less  sterile. 
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Neceasitij  of  Repose  after  Labour. 

The  woui.ui  should  bo  allowod  lo  lie  quiet  lor 
at  least  au  hour  after  the  birth  of  the  child.  At 
the  eud  of  this  time  the  atteudauts  may  cliauge 
her  dress,  baudage  her  abdomeu,  aud  place  her 
comfortably  iu  bed ; taking  care,  whilst  so  doing, 
not  to  raise  her  in  the  least  from  the  recumbent 
posture. 

Amongst  the  poor,  women  are  usually  contined  in  their 
ordinary  clothes ; they  have  therefore  to  imdergo  the  whole 
process  of  undressing  afterwards.  Wlftlst  this  is  done, 
they  ought  to  remain  passive  in  the  hands  of  their  atten- 
dants, aud  should  on  no  account  bo  allowed  to  undress 
themselves. 


Abdoviinal  Banduije. 

A broad  bandage  should  be  applied  round  the 
abdomen,  in  order  to  support  its  walls.  Tlie  bau- 
dage should  consist  of  a piece  of  calico  about  two 
yards  long,  aud  twelve  or  fourteen  inches  wide.  It 
should  be  drawn  firmly  round  the  abdomen  and 
pelvis,  care  being  taken  that  it  is  as  tight  as  possible 
at  the  level  of  the  trochanters,  below  which  it  should 
extend  sufficiently  to  allow  of  a good  grip  of  them 
Ijeiug  obtained.  Around  the  abdomen  it  should  be 
sufficiently  tight  to  give  support  and  comfort,  but 
not  tighter  than  this.  The  ends  of  the  baudage 
should  then  be  secured  by  three  or  four  strong- 
pins. 
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Tlio  abdominal  bandage  is  usually  applied  by  the  nurse, 
or  other  female  attemhint ; but  in  all  cases  when  there  is 
any  doubt  as  to  the  proper  contraction  of  the  utfirus,  it  is 
far  better  that  the  medical  attendant  defer  putting  on  the 
bandage  until  he  is  satisfied  tliat  the  uterus  is  well  con- 
tracted. 

No  pad  over  the  fundus  uteri  should  be  placed  beneath 
the  bandage,  as  this  is  actually  harmful. 

When  the  Patient  may  he  kft. 

You  should  not  leave  the  patient’s  house  for  at 
least  an  hour  after  the  termination  of  the  lalxjur. 
During  this  time  you  may  occasionally  look  at  her, 
feel  her  pulse,  examine  her  abdomen,  etc.  Before 
leaving  you  should  always  make  a point  of  examining 
the  condition  of  the  uterus,  to  ascertain  whether  it 
remains  properly  contracted.  To  secure  proper  and 
permanent  contractions  it  is  a good  plan  to  give  the 
patient  a dose  of  5 j of  ffie  ext.  ergot,  liq.  immediately 
after  the  delivery  of  the  placenta.  It  is  also  well  to 
leave  another  dose  or  even  two  with  the  nurse  in 
case  of  relaxation  taking  place. 

The  pulse,  which  during  the  second  stage  was  much 
elevated,  soon  after  labour  subsides  to,  or  even  falls  below, 
the  ordinary  standard.  Hence  an  unnaturally  quick  pulse 
half  an  hour  or  an  hour  after  delivery  is  often  an  unfavour- 
able symptom,  and  not  infrequently  forebodes  haemorrhage. 
(See  Part  II,  p.  88). 

Sometimes  the  uterus,  after  contracting,  again  relaxes, 
and  haemorrhage  is  the  result.  The  accoucheur  should 
therefore  satisfy  himself,  not  only  that  the  uterus  is  in  a 
state  of  contraction,  but  that  this  condition  is  likely  to  be 
permanent. 
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All  elevation  of  temperature  is  commonly  observed  within 
the  first  six  hours  after  delivery,  but  need  occasion  no 
alarm  if  it  docs  not  exceed  102'’  F.,  and  is  accompanied  by 
but  slight  acceleration  of  pulse.  This  elevation  of  tem- 
perature corresponds  to  that  seen  after  surgical  operations, 
saiil  to  be  due  to  reaction,  but  according  to  Schroeder  is 
due  to  the  gradually  increased  production  of  heat  due  to 
the  rapid  metamorphosis  of  the  uterus.  After  a few  hours 
the  temperature  usually  falls  to  near  normal. 

Necessity  of  Best  after  Delivery. 

The  lyiug-m  chamber  should  be  kept  perfectly 
quiet,  so  as  to  allow  the  patient  to  sleep,  or  at  all 
events  to  repose  for  some  hours  after  her  fatigues. 
When  she  has  thus  rested,  the  infant  may  be  put  to 
the  breast ; and  this  ought  to  be  done  within  twelve 
hours  after  delivery. 

The  room  should  be  darkened  by  drawing  down  the 
blinds,  and  to  insure  tranquility,  as  few  persons  as  possible 
should  be  admitted  into  it.  The  visits  of  gossiping  friends 
and  neighbours  should  be  strictly  prohibited.  The  room 
should  also  be  well  ventilated,  and  not  too  warm,  as  is 
often  the  case  amongst  the  poor,  who  will  light  up  a largo 
fire  in  a small,  close  room  in  the  middle  of  summer. 

The  late  Dr.  Rigby  used  to  recommend  that  the  child 
should  be  applied  to  the  breast  immediately  after  delivery  ; 
in  some  cases  this  may  be  advisable,  but  in  general  it  is 
better  to  allow  the  woman  to  rest  for  some  time  previously. 
However,  it  is  always  far  preferable  to  apply  the  child  to 
the  breast  too  soon  than  too  late. 

How  often  the  Patient  is  to  he  Visited. 

The  frequency  of  your  visits  after  a labour  must 
be  regulated  veiy  much  by  circumstances.  As  a 
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general  rule,  you  slioiild  mut  your  patient  twice 
within  tlie  lii’sL  twenty-four  liourw,  and  once  every 
day  during  tlie  first  week,  then  every  second,  third, 
or  fourth  day  during  the  follow'ing  week  ; after 
which,  if  all  goes  on  well,  you  may  take  your  leave. 

Inrpiiries  to  be  Made  at  First  Visit. 

Your  first  visit  should  be  within  twelve  hours 
after  delivery.  After  feeling  your  patient’s  pulse 
and  looking  at  her  tongue,  you  may  ask  if  she  has 
had  any  sleep,  and  has  been  free  from  pain  ; if  there 
is  any  sign  of  milk ; if  there  is  a plentiful  “ dis- 
charge,” and  if  she  has  passed  water,  or  had  any 
action  of  the  bowels.  In  every  case  undo  the  band- 
age and  palpate  the  patient’s  abdomen  to  feel  the 
height  of  the  fundus  uteri ; at  the  same  time  notice 
if  the  bladder  is  distended,  as  it  occasionally  happens 
that  it  is  only  partially  emptied  when  the  patient 
passes  water  and  so  becomes  much  distended,  even  to 
the  extent  of  causing  acute  pain.  Eesj^ecting  the 
child,  you  may  ask  if  it  has  cried  or  slept ; if  it  has 
been  put  to  the  breast ; and  if  it  has  passed  water 
or  stools. 

Womou  very  frequently  cannot  sleep  for  some  hours  after 
delivery  in  consequence  of  the  occurrence  of  after-pains  ; 
these  after  some  hours  subside  of  themselves,  and  as  a 
general  rule  require  no  treatment.  If  aftcr-jjains  arc  com- 
plained of  clots  are  probably  retained  in  the  uterus,  and  the 
uterus  should  bo  grasped  and  an  endeavour  made  to  expel 
them.  (See  Part  II,  p.  113.) 


MANAGEMENT  OF  ORDINARY  LABOUR. 


49 


The  first  evacuations  from  tlie  child’s  bowels  consist  of  a 
substance  called  meconium,  which  is  of  a dark  greenish- 
brown  colour,  somewhat  resembling  treacle  in  appearance 
and  consistence.  If  there  bo  any  doubt  as  to  the  child’s 
ability  to  pass  urine  or  fa;ces,  an  examination  should  be 
made  to  ascertain  that  there  is  no  malformation,  such  as 
imperforate  anus,  urethra,  etc. 

Secretion  of  Milk. 

The  secretion  of  milk  commences  within  twelve 
hours  after  deliverj,  but  is  seldom  fully  established 
before  the  end  of  the  third  day.  As  the  seci’etiou 
becomes  plentiful,  the  breasts  harden  and  enlarge, 
their  swelling  occasioning  feelings  of  tension,  and 
sometimes  even  sharp  darting  pains.  The  first  milk 
is  called  colostrum  ; it  is  of  a yellowish  colour,  and 
has  a purgative  effect  upon  the  child. 

The  colostrum  is  the  natiu-al  purgative  'of  a newly  born 
infant.  If  the  child  is  put  to  the  breast  sufficiently  early, 
it  will  require  none  of  the  castor  oil,  sugar  and  butter,  etc., 
which  nurses  are  so  fond  of  giving  for  this  purpose. 

Newly  born  children  seldom  require  any  food  in  addition 
to  the  breast.  Should,  however,  the  secretion  of  milk  be 
scanty,  or  tardy  in  making  its  ajipearance,  it  may  bo  neces- 
sary to  give  the  child  some  food.  I'he  best  ordinary  substi- 
tute for  the  mother’s  milk  is  a mixture  of  two  parts  of 
cow’s  milk  with  one  part  of  water,  sweetened  with  a little 
sugar.  The  child  should  be  fed  with  a spoon  at  this  stage. 

Excretion  of  Urine  and  Fieces. 

After  an  ordinary  labour  there  is  seldom  any 
difficulty  in  passing  water  ; but  the  bowels  rarely  act 
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without  medicine;  on  this  aaNjunl,  if  they  liave  not 
l)een  previously  moved,  it  is  a general  rule  to  give  a 
dose  of  castor  oil  on  the  morning  of  the  third  day, 
following  it  up  with  a simple  enema  if  necessary  ; 
one  table-spoonful  is  mostly  sufficient,  which  may  lie 
repeated  after  six  hours  if  necessary.  Castor  oil 
is  best  given  by  placing  about  2|  oz.  of  boiling 
milk  in  a clean  four-ounce  bottle,  pouring  the  dose 
of  the  oil  into  it,  corking  up  the  bottle,  shaking  the 
corked  bottle  vigorously  until  the  oil  is  emulsihed, 
pouring  the  milk  into  a cup  or  glass  and  grating  a 
little  nut-meg  over  it.  This  method  renders  the  oil 
practically  tasteless. 

It  is  a good  plan  to  direct  that  the  woman  should  pass 
water  whilst  leaning  forward  in  bed  upon  her  elbows  and 
knees,  because  this  position  readily  allows  the  eseaj>e  of  any 
retained  clots,  i^ortions  of  membranes,  etc. 

Lochial  Discharge.  ' 

The  secretion  of  the  uterus  after  delivery  is  called  ] 
the  lochia,  or,  in  common  language,  “ the  cleansings.”  j 
It  at  first  bears  much  resemblance  to  ordinary  men-  , 
strual  discharge,  being  plentiful,  of  a red  colour,  and 
peculiar  odour,  and  frequently  containing  clots,  shreds 
of  membrane,  etc.  In  a few  days  it  becomes  less  • 
abundant,  and  paler  in  colour,  changing  to  brown, 
yellow,  or  green  (when  it  is  sometimes  termed  the 
“ green  waters  ”),  until  at  last  it  is  clear  and  trans- 
parent ; is  usually  ceases  by  the  end  of  the  third  i 
week.  * 
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Dm-inw  the  first  week  or  two  after  delivery,  the  whole  of 
the  decidual  lining  of  the  uterus  softens,  breaks  up,  and  is 
discharged  with  the  lochia. 

Diet  after  Delivery. 

The  diet  of  a woman  for  the  first  three  days  after 
delivery  should  be  chiefly  farinaceous  ; you  may  allow 
bread,  milk,  tea,  eggs,  gruel,  arrowroot,  sago,  etc. 
As  soon  as  the  bowels  have  been  moved  a little  fish 
may  be  given  and  on  the  day  following  some  solid 
animal  food.  After  this,  if  all  goes  well,  the  woman 
may  resume  her  ordinary  diet.  Women  who  usually 
take  wine,  beer,  or  porter  may  be  allowed  a little  of 
either  of  these,  but  their  routine  use  in  all  cases 
should  be  avoided. 

Women  should  lie  kept  upon  rather  a low  diet 
until  the  bowels  have  been  moved,  but  if  any  tendency 
to  feverishness  accompanies  the  establishment  of  the 
secretion  of  milk  the  diet  must  be  modified  accord- 
ingly. Excessive  secretion  of  milk  calls  for  the 
limitation  of  the  amount  of  fluid  taken,  especially  if 
the  breasts  are  swollen  and  uncomfortable. 

j 

Exercise  and  General  Management. 

During  the  first  week  after  delivery  the  woman 
t should  remain  in  bed,  but  should  not  be  kept  strictly 
in  the  recumlient  posture.  If  she  is  propped  up  with 
pillows  or  allowed  to  sit  up,  accumulation  of  the 
lochial  discharge  in  the  vagina  is  prevented,  and  free 
drainage  promoted.  If,  however,  sutures  have  been 
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iutrodncod  on  account  of  lacerations,  tlie  amount  of 
movement  must  l)e  limited  to  such  as  will  not  pro- 
duce discomfort.  During  the  second  wefik  she  may 
put  on  a loose  dress  and  lie  on  a sofa,  or  recline  in 
an  easy  chair,  taking  care  to  stand  or  sit  upright  as 
little  as  possible.  She  should  not,  however,  l>e 
allowed  to  stand  or  walk  until  the  fundus  uteri  can 
no  longer  be  felt  on  abdominal  palpation.  It 
should  l>e  noted  that  a return  of  the  red  lochia  often 
occurs  when  the  patient  first  begins  to  walk;  this 
should  indicate  the  necessity  for  caution  and  limiting 
the  amount  of  movement  alloAved.  During  the  third 
week  she  can  sit  up,  leave  her  room,  and  walk  alxjut 
the  house.  If  the  weather  be  warm  and  favourable 
she  may  go  out  of  doors  after  the  end  of  the  third 
week ; but  in  winter  it  is  better  to  wait  until  the 
end  of  the  month  at  least. 

Displacements,  such  as  prolajisus  uteri,  are  likely 
to  be  caused  bj"  getting  up  too  soon  after  delivery  ; 
the  frequency  of  such  complaints  amongst  the  poor 
is  thus  accounted  for.  Secondary  haemorrhage  also 
may  be  produced  by  too  early  exertion. 

The  process  of  “ involution,”  i.  e.  the  restoration 
of  the  uterus  toits  condition  previous  to  impregnation, 
is  seldom  completed  before  the  end  of  two  months ; 
any  undue  exertion  is  therefore  to  be  avoided  Ixfore 
that  time. 


PART  II. 


CASES  WHICH  THE  STUDENT  MAY 
UNDEKTAKE  WITHOUT  ASSISTANCE. 


Cases  of  Btvpposed  Pregnancy. 

A WOMAN  sends  for  you  who  believes  herself  to  be 
in  labour,  but  who  iu  reality  is  not  pregnant.  You 
may  know  that  such  is  the  case,  and  may  at  once 
undeceive  her  if,  on  making  an  abdominal  examina- 
tion, you  find  that  no  tumour  can  be  felt  rising  out 
of  the  pelvis,  and  that  the  entire  lower  part  of  the 
abdomen  is  resonant  to  percussion.  If  on  making  a 
vaginal  examination  you  find  that  there  is  no  shorten- 
ing or  softening  of  the  neck,  and  no  enlargement  of 
the  body,  of  the  uterus,  your  diagnosis  of  the  absence 
of  pregnancy  will  be  absolutely  confirmed. 

The  cases  which  may  simulate  pregnancy,  and  even  com- 
mencing labour,  are  usually  those  in  which  there  is  sup- 
pression of  the  menses,  with  enlargement  of  the  abdomen, 
from  tumours  or  cysts  of  various  kinds,  accompanied  with 
a want  of  tone  and  a tynix^anitic  distension  of  tlie  bowels. 
In  these  cases  the  more  conclusive  signs  of  jjregnancy,  such 
as  the  sounds  of  the  foetal  heart  and  ballottement,  are  of 
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coui'80  wanting,  and  in  addition  tiie  tumour  will  not  Ixj  felt 
to  undergo  the  changes  in  consistency  due  to  the  alternate 
contraction  and  relaxation  of  the  pregnant  uterus,  which 
are  one  of  its  most  definite  cliaracteristics.  These  contrac- 
tions, however,  are  sometimes  absent,  esijecially  in  cases  in 
which  the  liquor  aumii  is  excessive  and  the  uterus  very  tense 
in  consequence. 

In  the  unimpregnated  state  the  cervix  uteri  forms  a 
conical  projection,  about  three  quarters  of  an  inch  or  an 
inch  long,  into  the  upper  part  of  the  vagina.  Its  consistency 
is  generally  hard  but  elastic,  resembling  the  feel  of  the 
tip  of  the  nose.  In  pregnancy  it  becomes  soft  and  somewhat 
expanded. 

The  absence  of  softening  and  shortening  in  the  uterine 
neck  denotes  either  the  absence  of  pregnancy,  or,  at  all 
events,  the  iion-completion  of  the  first  half  of  utero-gesta- 
tion.  “ If  the  cervix  is  as  hard  as  the  tip  of  the  nose  preg- 
nancy is  probably  absent,  if  as  soft  as  the  lip  its  presence  is 
almost  certain.” 

The  absence  of  any  enlargement  of  the  body  of  the  uterus 
denotes  the  absence  of  pregnancy.  To  ascertain  this  the 
uterus  should  be  poised  on  the  forefinger  of  one  hand, 
whilst  the  other  hand  is  pressed  on  the  hypogastrium.  By 
pressing  on  its  neck,  either  behind  or  in  front,  the  uterus 
may  be  made  to  swing  backwards  or  forwaTds,  and  thus  its 
weight  and  mobility  may  be  estimated.  By  passing  the 
finger  as  high  as  possible  around  the  uterine  neck  any 
bulging  or  increased  size  of  the  body  may  be  recognised. 
This  bulging  is  due  to  enlargement  of  the  lower  segment  of 
the  uterus.  The  pregnant  uterus  in  the  first  six  weeks 
assumes  a globular  shape,  which  is  characteristic.  In  the 
early  mouths  there  may  appear  to  be  an  interval  between 
the  body  of  the  uterus  and  the  vaginal  portion  of  the  cervix. 
This  is  due  to  the  supra-vaginal  portion  becoming  soft  and 
indistinct  in  outline,  and  is  known  as  Hegar’s  sign  of  preg- 
nancy. 
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Abortion  ; its  Diagnosis. 

A woman  in  the  first  four  or  five  mouths  of  her 
pregnancy  sends  for  you  because  she  has  experienced 
periodical  pains,  like  those  of  the  first  stage  of  labour. 
In  all  probability  abortion  is  imminent ; but  you  may 
feel  sure  of  this  if  the  pains  are  followed  by  htemor- 
rhage  from  the  vagina,  and  especially  if  you  find  that 
they  cause  the  os  uteri  to  dilate,  and  the  ovum  to 
protrude  through  it. 

By  the  term  “ abortion  ” or  “ miscarriage  ” is  implied  the 
expulsion  of  the  foetus  before  the  period  of  its  legal 
viability,  which  has  been  fixed  at  six  months.  It  is  con- 
venient to  describe  as  abortion  a case  in  which  the  ovum  is 
expelled  during  the  first  three  months,  and  as  miscarriage 
a case  in  which  the  expulsion  occurs  between  the  third  and 
sixth  months.  Abortion  is  much  more  frequent  during  the 
fii-st  two  months  than  at  a more  advanced  period  of  preg- 
nancy. 

Vaginal  examinations  in  these  cases  should  be  made 
with  much  gentleness  and  care,  lest  the  tendency  to  abor- 
tion should  be  thereby  increased. 

Threatened  Abortion. 

If  the  pains  are  few,  the  haemorrhage  little  or 
none,  and  the  os  uteri  not  open  enough  to  admit  the 
finger,  the  case  is  described  as  being  one  of 
“ threatened  abortion,”  and  you  may  hope  to  pre- 
vent the  expulsion  of  the  ovum. 

Treatment  of  Threatened  Abortion. 

You  enjoin  perfect  rest  in  the  horizontal  posture  in 
a cool  room.  You  then  endeavour  to  check  uterine 
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acUou  by  opiaUiS.  For  iustance,  you  may  give  a 
drauglit  coutaiuiug  it\xx  of  tinct.  opii  immediately, 
followed  every  two  hours  by  a mixture  coutaiuiug 
iifv  of  liq.  opii  sedat.  aud  of  iufus.  rosae  co.  Uj 
each  dose,  or  you  may  give  an  enema  of  il\xx  of 
laudanum  in  §jss  of  gruel  every  hour  until  the  pains 
are  checked. 

A mixture  containing — 

Tr.  viburni  prunifolii,  TT^xx, 

Tr.  viburni  opuli,  lifxv, 

Tr.  piscidise  erythrinae  Utx, 

Tr.  hydrastis  canadensis,  iTt''. 
given  three-  or  four-hourly,  will  also  assist  in  checking 
uterine  action. 

When  a patient  is  j)lethoric,  general  or  local  blee«liug 
may  be  required  in  conjunction  with  opiates ; but  Ijefore 
resorting  to  this  measure  the  student  had  better  send  for 
further  advice. 


Inevitable  A bortion. 

If,  however,  the  pains  are  frequent  and  increasing 
in  severity,  the  os  uteri  dilating,  and  especially  if 
you  can  feel  the  ovum  protruding,  there  is  but  little 
hope  of  checking  the  expulsion  of  the  ovum,  and  the 
case  is  described  as  one  of  “ inevitable  abortion  ” ; 
the  case  may  then  be  left  to  nature  if  the  hsemor- 
rhage  is  but  slight  and  the  dilatation  of  the  os  pro- 
ceeding rapidly.  But  as  various  accidents  (see  Part 
II  I,  pp.  136  and  139)  may  occur  during  and  after  abor- 
tion, it  requires  quite  as  much  watching  a«  a labour 
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at  full  term,  if  uot  more,  siuce  the  uterus  has  uot  yet 
uudergoue  the  uormal  chauges  which  take  place  to 
facilitate  the  expulsiou  of  its  contents  at  full  term. 

The  clots  which  come  away  iu  the  course  of  an  abortion 
should  be  carefully  inspected  to  see  if  they  contain  the 
entire  ovum,  or  any  portions  of  it,  such  as  membranes, 
etc. 


Miscarriage. 

After  the  third  mouth  the  process  of  expulsiou  of 
the  ovum  is  precisely  similar  to  that  of  a full-term 
labour.  Instead  of  the  contents  of  the  uterus  being 
expelled  entire  and  iutiict,  as  is  usually  the  case  iu 
abortion,  the  membranes  rupture,  the  embryo  is 
expelled  and  followed  by  the  placenta  and  mem- 
branes. There  is  usually  little  or  no  hmmorrhage. 

Premahire  Labour. 

This  is  the  term  applied  to  the  expulsiou  of  the 
contents  of  the  uterus  after  tlie  period  at  which  the 
foetus  becomes  viable.  The  process  differs  in  no  way 
from  an  ordinary  labour  at  term,  except  that  owing 
to  the  smaller  size  of  the  foetus  its  expulsion  is 
easier. 


Spurwis  Pains  and  their  Diagnosis. 

Women,  towards  the  end  of  pregnancy,  occasionally 
suffer  from  spurious  pains,  which  simulate  those  of 
labour.  They  are  distinguished  from  true  labour 
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pains  by  their  partial  au<l  irrej'ular  character ; but 
principally  by  their  Ixjing  unaccompanied  with 
“ show,”  and  causing  no  dilatation  of  the  os  uteri. 

False  pains  are  mostly  limited  to  the  fundus  uteri,  and 
arc  chiefly  felt  in  the  abdomen,  around  the  umbilicus; 
whilst  true  pains  are  felt  mostly  in  the  back  and  thighs, 
affect  the  whole  uterus,  and  cause  dilatation  of  the  os 
uteri. 


Sj^urious  Pams — their  Treatment. 

Spurious  pains  may  arise  from  colic  caused  by 
constipation,  errors  of  diet,  etc.,  or  from  rheumatism 
of  the  uterus,  in  consequence  of  cold.  Their  treat- 
ment should  depend  very  much  upon  their  cause.  In 
general  they  may  be  checked  by  aperients,  such  as  a 
dose  of  castor-oil,  or  a warm  w'ater  enema  followed 
by  sedatives,  as  li^xx  of  tinct.  opii,  or  gr.  x of  Dover’s 
powder. 

The  prescription  given  above  as  a treatment  for 
threatened  abortion  will  be  found  useful  for  spurious 
pains  also. 

Spurious  pains  should  always  be  checked,  as  they  tend 
to  exhaust  the  woman,  and  are  productive  of  no  good  ; nay, 
they  may'oven  retard  labour,  if  it  has  already  commenced. 

Vomiting  ditring  Labour. 

Vomiting  is  a very  frequent  occuiTence  during 
labour,  particularly  towards  the  end  of  the  first 
stage.  The  matter  ejected  usually  consists  of  mucus, 
together  with  any  food  or  drink  that  has  been  last 
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taken.  It  is  by  no  means  an  unfavourable  occur- 
rence, aiul  very  rarely  requires  any  treatment. 

The  vomiting  appears  to  depend  on  a kind  of  sympathy 
between  the  stomach  and  the  uterus,  and  is  mostly  observed 
at  the  time  when  the  os  uteri  is  rapidly  giving  way  to  the 
dilating  pains.  It  is  a common  saying  amongst  nurses  that 
“ sick  labours  ai-e  safe  ” ; but  it  is  far  otherwise  when 
vomiting  comes  on  after  a prolonged  second  stage,  and  is 
accompanied  with  great  prostration,  etc.  (See  Part  III, 
178). 


Retarded  Labour  from  Loaded  Rectum. 

Labour  is  sometimes  retarded  by  a loaded  rectum. 
In  such  cases  an  indurated  cylinder  is  felt  at  the 
back  of  the  vagina,  which  might  be  mistaken  by  an 
inexperienced  person  for  a prominent  sacrum.  By  a 
careful  vaginal  examination  you  may  distinguish  the 
scybalous  masses,  and  may  partially  displace  and 
indent  them  by  pressure.  The  proper  treatment  is 
to  empty  the  rectum  by  an  enema  of  warm  water,  or, 
if  this  fails,  by  an  enema  of  a pint  of  warm  gruel 
containing  3SS  of  ol.  terebinth.,  and  the  same 
quantity  of  ol.  ricini  mixed  up  with  the  yolk  of  an 

egg- 

A loaded  state  of  the  rectum  is  a fertile  source  of  spurious 
pains,  as  well  as  a mechanical  obstacle  to  delivery.  The 
obstacle  thus  presented  is  seldom  insuperable,  for  the 
descending  head  will  at  last,  after  much  pain  to  the  patient, 
and  greatly  to  the  annoyance  of  the  practitioner,  mechani- 
cally expel  the  contents  of  the  rectum.  It  will  be  found  an 
advantage  to  commence  proceedings  in  all  cases  by  giving 
an  enema  as  soon  as  labour  has  commenced. 
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Should  tho  ahovo-riieiitioned  enema  fail,  it  (should  Ije 
repeated  after  injecting  4 or  5 oz.  of  olive  oil.  If  thi(s  pro- 
duces no  result  it  may  Ijo  necessary  to  break  up  the  hardened 
mass  of  fa3ces  with  a wooden  scoop,  or  the  handle  of  a spoon  ; 
and  then  to  repeat  the  enema:  but  as  this  pnxMjeding 
requires  some  care  in  manipulation  it  will  l>e  more  jjrudent 
first  to  send  for  further  advice. 

Tedious  First  Stage. 

The  first  stage  of  labour  is  sometimes  very  tedious, 
from  various  causes,  such  as  inefficient  uterine  action, 
rigidity  of  the  soft  parts,  etc.,  especially  in  primi- 
parte,  and,  above  all,  in  those  who  are  not  young. 
In  such  cases  the  first  stage  may  last  many  da3’s. 
In  general,  the  only  I'emedy  is  time  and  patience. 
The  delay,  although  fatiguing  to  all  parties,  is  ver}’ 
rarely  dangerous : you  should,  therefore,  do  all 
you  can  to  cheer  your  patient  and  keep  up  her 
spirits. 

The  medical  attendant  should  frequently  leave  the 
patient’s  room,  and,  above  all,  should  beware  of  making 
frequent  examinations.  He  should  assure  her  that  her 
labour  has  barely  commenced,  and  that  there  is  no  danger. 
Dr.  Churchill’s  statistics  abundantly  prove  how  little  danger 
attends  a prolonged  first  stage. 

Inefficient  Uterine  Action — its  Treatment. 

Inefficient  uterine  action  may  arise  from  natural 
delicacy  of  constitution,  or  from  any  debilitating 
cause,  either  mental  or  bodil}".  If  the  patient  be.  not 
a primipara,  if  she  has  had  good  labours  previously, 
if  the  vertex  present,  and  if,  in  short,  you  are  sure 
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there  is  uo  mechanical  obstacle  to  deliveiy,  you  may 
give  a dose  of  quinine  to  increase  uterine  action  ; but 
although  this  acts  most  successfully  in  some  cases  it 
is  not  to  be  relied  on  to  do  so  in  every  case. 


The  quinine  may  be  "iven  in  tliree  five-grain  doses  at 
intervals  of  about  a quarter  of  an  hour.  The  following 
mi.xturo  will  bo  found  suitable: 

Quina;  sulph.  ......  gr.  v. 

Acid,  hydrobroni.  dil.  .....  17\x. 

Syr.  aurant. 3j. 

Aq.  ad.  .......  Jss. 

Ergot  should  never  be  given  before  the  end  of  the  third 
stage  except  by  a qualified  lu-actitioner  as  it  sots  up  stormy 
uterine  action  and  may  produce  many  serious  complica- 
tions. 


Tedious  Labour  from  want  of  Sleep — its  Treatment. 

Inefficient  uterine  action  not  infrequently  arises 
from  want  of  sleep  and  restlessness,  caused  by  a 
prolonged  first  stage,  and  thus  tends  still  further  to 
produce  delay.  In  such  cases  the  administration  of 
a sedative  is  attended  with  the  best  results.  After  a 
sound  sleep  the  patient  awakes  refreshed,  and  the 
pains  set  in  with  renewed  vigour.  Tr.  opii  iqxx 
in  water,  or  syr.  chloral  hydrat  5j  in  3j  of  water 
may  be  given,  and  repeated  in  the  case  of  the  latter 
in  an  hour  if  necessary.  lu  the  case  of  the  former 
half  the  dose  may  ]>e  given  if  no  effect  is  produced 
after  three  hours. 

Rigid  Os  Uteri — its  Treatme7it. 

Rigidity  of  the  os  uteri  is  a frequent  cause  of 
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delay  in  tlie  first  stage  of  labour.  It  is  most  usual 
in  primiparaj,  and  chiefly  in  those  who  have  passed 
the  age  of  thirty-five  or  forty.  The  rigid  os  will 
generally  give  way  and  the  labour  terminate  favour- 
ably, provided  sufficient  time  Ixj  given.  Should  the 
woman  be  plethoric,  bleeding,  opium,  tartar  emetic, 
chloroform,  etc.,  may  lie  resorted  to ; and  giving 
doses  of  the  syrup  of  chloral  hydrate  5j  at  a time  at 
intervals  of  half  an  hour  until  three  doses  have  l>een 
given  will  sometimes  prove  effective  ; but  except  as 
regards  the  last-named  remedy,  before  employing 
such  measures  you  had  better  request  further  advice. 
You  may,  however,  give  a large  hot  douche  of  Ixtiled 
water  to  which  a little  lysol  sufficient  to  make  a 
strength  of  about  1:500  has  been  added.  The  tem- 
perature of  the  douche  should  lie  about  115°  F. 

In  some  cases  apparent  rigidity  of  the  os  is  pro- 
duced by  adhesions  of  the  membranes  to  the  uterine 
wall  close  to  the  os.  Careful  separation  of  the 
adhesions  l)y  introducing  the  finger  and  sweeping  it 
around  the  internal  surface  of  the  uterus  in  the 
immediate  neighbourhood  of  the  os  will  often  obviate 
this  complication. 

Premature  Ruj^ture  of  Membranes. 

Premature  rupture  of  the  membranes  may  l>e  a 
cause  of  a tedious  first  stage  ; the  os  uteri  being 
dilated  much  moie  slowly  and  painfully  l\v  the 
child’s  head  than  by  the  bag  of  the  membranes.  This 
is  most  likely  to  happen  in  first  labours.  In  these 
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I cases  all  that  is  requirecl  is  time  ami  patience.  If 
I there  be  unusual  difficulty  the  remedies  for  an 
undilatable  os  uteri  are  indicated. 


CEdematous  Os  Uteri. 

It  occasionally  happens  in  such  cases  that  the  anterior 
lip  of  the  os  uteri  becomes  swollen  and  oodematous  from 
pressure  between  the  head  and  os  pubis.  This  state  of 
things  will  nearly  always  rectify  itself  in  time,  but  if  it 
should  not,  the  .anterior  lip  may,  in  the  interval  of  a pain, 
be  raised  by  the  finger  above  the  ci’own  of  the  head,  and 
kept  there  during  two  or  three  pains,  until  it  is  fully 
retracted. 


Unusual  toughness  of  Membranes.  . 

Labour  is  sometimes  retarded  by  unusual  tough- 
ness of  the  membranes.  Long  after  the  os  uteri  is 
fully  dilated  the  membranes  may  remain  entire,  and 
the  pains,  in  consequence,  not  put  on  the  forcing- 
character  of  the  second  stage.  To  remedy  this  you 
should  rupture  the  membranes  by  pressing  firmly 
upon  them  with  the  forefinger  when  they  are 
rendered  tense  by  a pain.  Should  this  fail  you  may 
introduce  the  stilette  of  a catheter,  a probe,  or 
hair-pin,  in  either  case  boiling  it  for  at  least  twenty 
minutes  first.  Pressing  it  upon  the  membranes 
during  a pain  will  cause  their  perforation,  and  lead 
to  the  escape  of  the  contents  of  the  bag  of  fore 
waters. 

The  membranes  should  on  no  account  be  ruptured,  until 
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it  is  quite  certain  they  have  answered  their  purpose,  by 
completely  dilating  the  os  uteri. 


Anterior  Obliquity  of  Uterus. 

lu  some  inultipa,r£E  tlie  alKlorainal  parieles  may  l>e 
so  relaxed  as  to  allow  tlie  fundus  uteri  to  fall  very 
much  forwards.  This  anterior  obliquity  of  the 
uterus  is  called,  in  common  language,  “ pendulous 
belly,”  and  may  be  a cause  of  tedious  labour.  The 
os  uteri  is  thrown  so  much  upwards  and  backwards 
towards  the  sacrum  as  to  be  almost  out  of  reach. 
The  remedy  is  to  support  the  belly  b}’  means  of  a 
broad  bandage,  and  to  keep  the  woman  lying  on  her 
back  during  the  pains. 

In  .addition  to  the  anterior  obliquity  ju.st  described,  the 
fundus  uteri  may  be  inclined  to  either  side,  constituting 
later.al  obliquity.  This  species  requires  much  the  same 
management  as  the  jirecoding,  viz.  to  support  the  abdomen, 
and  to  place  the  patient  on  the  opposite  side  to  that  towards 
which  the  fundus  uteri  is  inclined. 


Inhalation  of  Chloroform  during  Labour. 

In  midwifery  pi’actice  chloroform  is  the  anaesthetic 
usually  employed.  It  should,  as  a rule,  In?  used 
during  the  second  stage  only.  It  is  especially  indi- 
cated in  first  labours,  when  there  is  much  rigidity  of 
the  soft  parts  and  an  unusual  amount  of  suffering. 

Chloroform,  however,  shoxild  not  be  administered  diu-ing 
pregnancy  in  any  case  in  which  acetone  is  present  in  the 
urine,  as  this  leads  to  such  an  increase  in  the  acetone  as  to 


BEQUIKINO  A CONSULTATION. 


65 


iiuUice  fatal  coma.  See  “ Pernicious  Vomiting  and 
Eclampsia.” 

Chloroform  during  ordinary  labour  is  a luxury  and  not  a 
necessity  for  in  the  majority  of  cases  it  does  not  add  to 
the  safety  of  the  patient,  and  there  is  no  doubt  that  normal 
labours  do  quite  as  well  without  it.  It  is  expensive,  and 
therefore  the  poor,  whom  students  have  to  attend,  do  not 
as  a rule,  ask  for  it  or  expect  it.  Still,  in  exceptional  cases, 
such  as  those  mentioned  above,  it  is  a great  boon,  both  to 
the  patient  and  practitioner,  and  should  not  be  withheld  on 
the  ground  of  expense. 

During  the  first  stage  of  labour,  chloral,  as  recommended 
above,  is  preferable. 

Mode  of  Administerimj  Chloroform. 

Chloroform  is  most  couveiiieiitly  administered  on 
a simple  inhaler  such  as  Skinner’s,  or  upon  a folded 
handkerchief  or  napkin,  which  should  be  held  near, 
but  not  in  contact  with,  the  face.  It  should  be  given 
immediately  before  each  pain,  and  removed  as  soon 
as  the  pain  is  over.  It  may  be  given  with  more 
freedom  towards  the  end  of  the  labour;  but  it  is 
better  just  to  stop  short  of  producing  complete  un- 
consciousness. 

The  handkerchief  or  napkin  sliould  be  folded  in  a conical 
form,  and  wetted  with  chloroform  by  pressing  it  on  the  open 
mouth  of  the  inverted  bottle,  just  as  if  we  wish  to  scent  it 
with  Eau-de-Cologne.  There  is  not  time  to  measure  the 
quantity  in  a minim  glass,  just  as  the  pain  comes  on,  nor  is 
it  necessary  for  safety  to  be  so  exact. 

If,  in  consequence  of  a weak  action  of  the  patient’s  heart, 
there  is  any  doubt  as  to  the  safety  of  administering  pure 
chloroform,  it  will  be  advisable  to  mix  it  with  an  equal 
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quantity  of  sulphuric  etlier,  spirits  of  wine,  or  Eau-de- 
Cologne.  Should  there  he  any  tendency  to  syncop<j,  or 
should  the  breathing  hecome  stertorous,  it  will  l>e  as  well  to 
at  once  remove  the  chloroform.  It  should  also  l>e  removed 
if  it  evidently  tends  to  weaken  the  pains,  and  should  Ije 
avoided  in  the  case  of  nmltiparaj  who  are  known  to  sub- 
ject to  post-partum  haunorrhage.  If  any  anesthetic  l>e 
employed  in  such  cases,  ether  is  preferable. 


Unclilatahle  Vagina  and  Perinieum — its  Treatment.  j 

Delay  may  be  occasioned  in  the  second  stage  of 
labour  by  a rigid,  undilatable  condition  of  the  vagina  i 
and  periiiseuin.  This  state  is  peculiar  to  priinip»arae, 
especially  such  as  are  not  young,  and  in  these  the 
dilatation  of  those  parts  may  occupy  sevei-al  hours. 

The  parts  feel  dry  and  tense,  and  admit  the  finger 
with  difficulty.  To  promote  their  dilatation  you  may  < 
use  warm  fomentations  and  inunctions,  a hot  douche 
as  already  described,  or  you  may  direct  the  woman 
to  sit  over  a pan  of  warm  water.  Should  these 
means  fail,  the  remedies  for  an  undilatable  os  uteri 
are  indicated.  (See  Part  II,  p.  62.) 

Chloroform  is  sometimes  of  great  use  in  these  cases  ; but 
the  student  should  not  administer  if  without  a consulta- 
tion. 


Presentations  with  Forehead  anteriorly — Diagnosis. 

Labour  may  be  retarded  in  the  second  stage  by 
unfavourable  presentations  of  various  kinds.  Thus, 
in  some  presentations  of  the  vertex,  the  forehead  may 


REQUIRING  A CONSULTATION.  67 

I be  iu  the  anterior,  instead  of  in  the  posterior,  seini- 


Fig.  12. — 1.  Occipito-poster lor  presentation. 


2.  Occipito-anterior  presentation. 


i circle  of  tlie  pelvis.  You  may  ascertain  that  the 
I head  is  in  this  position  without  making  a vaginal 
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examination  liy  noticing  that  the  limljs  of  the  child 
are  towards  tlie  front  on  making  an  abdominal  pal- 
pation. The  fcetal  heart,  too,  will  be  heard  in  the 
flanks  instead  of  in  front,  and  on  vaginal  examination 
even  before  the  os  uteri  is  fully  dilated  or  the  mem- 
branes ruptured  you  may'  notice  that  the  fxjsterior 
lip  of  the  os  uteri  is  much  lower  in  the  pelvis  than 
the  anterior  lip.  (Fig.  12, 1.)  After  the  rupture  of  the 
membranes,  the  posterior  fontanelle  will  l^e  found  in 
the  posterior  half  of  the  pelvis,  and  the  anterior 
fontanelle  in  the  anterior  half,  l^ehind  one  or  other 
groin. 

The  depression  of  the  posterioiTip  of  the  os  uteri  depends 
on  the  following  circumstances : In  ordinary  labour  the 
child’s  head  is,  at  the  connuencement  of  the  labour,  flexed 
upon  its  body ; but  during  its  progress  the  head  becomes 
still  more  flexed  by  the  chin  approaching  still  nearer  to  the 
sternum.  The  result  of  this  is  that  the  posterior  half  of 
the  child’s  head  is  much  lorver  than  the  anterior.  Con- 
sequently, in  the  occiirito-anterior  presentations,  the  occiput 
being  in  front,  presses  upon  the  anterior  lip  of  the  os  uteri, 
and  depresses  it  much  below  the  level  of  the  posterior  lip 
(Fig.  12,  2).  But  in  occipito-posterior  presentations  the 
reverse  takes  place : the  occiput  being  behind  depresses  the 
posterior  below  the  anterior  lip  (Fig.  12,  1).  Hence  the 
shape  and  position  of  the  os,  on  making  a vaginal  examina- 
tion, ai>pear  to  be  very  different  from  that  which  we 
ordinarily  find.  In  ordinary  cases  the  Anger  passes  but  a 
slight  distance  into  the  angle,  or  cul-de-sac,  formed  bj’  the 
junction  of  the  vagina  and  the  anterior  lip  of  the  os  (see 
Fig.  12, 1).  But  in  the  occipito-posterior  positions  the  finger 
passes  high  up  behind  the  pubis  into  the  cul-de-sac  just 
mentioned,  which  in  this  case  forms  an  acute  angle,  as  in 
the  first  it  formed  an  obtuse  angle.  At  the  same  time  the 
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posterior  lip,  and  oven  the  entire  os,  is  unusually  low  in  the 
pelvis.* 


Fig.  13. — Rotation  in  occipito-posterior  position. 


Presentalions  of  Forehead  Anteriorly — How  altered 
hy  Nature. 

Most  of  these  cases  will  be  converted  by  the 

* See  paper  by  the  author  on  “Varieties  of  Cranial 
Presentation,”  ‘ British  Medical  Journal,’  Februai-y  4th, 
1852. 
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ii.atiiral  efi'oi'ts  into  ordinary  v(?rtcx  pres(ni(ation. 
Thus,  as  the  licad  descends  into  the  fsdvis,  it  will 
perform  a movement  of  rotation,  tlje  forehead  moving 
backwards  from  the  acetiilmlum  to  the  sacro-iliac 
synchondrosis  on  one  side,  and  the  occiput  moving 
forwards  in  a similar  way  on  the  opposite.  tFig.  13.j 
The  distance  thus  traversed  equals  three-eighths  of 
a circle.  This  movement  may  lie  affecte<l  artificial! v, 
provided  the  second  stage  be  not  tfxj  far  advance*! 
by  pressing  upwards  upon  the  anterior  half  of  the 
head  to  promote  the  descent  of  the  occiput  or  by  the 
more  difficidt  procedure  described  in  the  following 
paragraph . 

Dr.  Eaiiisbotliam  tliu.s  describes  the  mode  in  which  such 
presentations  should  be  altered:  “ Presximin'r  that,  after  a 
number  of  tolerably  strong  expulsive  pains  no  advance 
takes  place  in  the  situation  of  the  head,  it  will  then  l>e 
231’oper  to  embrace  the  cranium  between  the  first  three 
fingers  and  the  thumb  of  one  or  other  hand,  and  to  give  the 
face  an  inclination  to  the  right  or  left  ilium,  according  as  to 
its  original  direction  was  to  the  right  oiTeft  groin  ; and  this 
attempt  must  be  made  in  the  absence  of  uterine  contraction, 
and  before  the  head  has  become  locked  in  the  i>elvic  cavity  ; 
for  if  it  be  delayed  till  a state  of  impaction  has  occurred 
the  mal-i30sition  cannot  be  remedied  by  the  power  of  the 
hand  alone,  and  instruments  will  most  likely  be  required  in 
order  to  finish  the  delivery.” 

The  student  will  do  well  not  to  take  upon  himself  the 
responsibility  of  altering  one  of  these  presentations,  becaixse 
such  a ju’oceeding  requires  an  auioimt  of  tact  and  skill 
which  can  only  be  acqxiired  by  experience,  and,  moreover, 
as  it  is  not  easy  to  maintain  the  new  position  of  the  head 
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aiul  the  procedure  is  difficult  without  an  auicsthetic,  it  will 
be  well  to  seek  further  advice  iu  these  cases. 


L ihnir  where  Forehead  continues  in.  Anterior  Semi- 
circle. 

But,  iu  many  instances,  the  turn  above  described, 
does  not  take  place,  and  the  forehead  continues  in 
tlie  anterior  semi-circle.  The  labour  is  thus  rendered 
more  tedious,  but  is  nevertheless,  with  l)ut  few  ex- 
ceptions, accomplished  by  the  natural  efforts.  The 
head,  as  it  presses  down  into  the  cavity  of  the  pelvis, 
becomes  more  and  more  flexed  on  the  body,  until  at 
last  the  anterior  fontanelle  is  j)laced  beneath  the 
pubic  arch,  and  the  occiput  presses  on  the  periuseum, 
causing  more  distension  of  that  part  than  usual. 
Finally,  the  occiput  is  expelled  first  and  then  the 
forehead  and  face.  (Fig.  14.) 

In  ordinary  labour,  iis  the  head  passes  through  the  out- 
let of  the  pelvis,  the  chin  leaves  the  chest,  and  the  head  is 
extended  upon  the  body  ; in  occipito-posterior  presentations 
the  revei’se  takes  place;  and  hence  the  long  axes  of  the 
child’s  head  and  body  are  not  so  well  adapted  to  the  axes 
of  the  pelvis ; but  there  is  reason  to  believe  that  the  diffi- 
culties of  such  presentations  have  been  much  over-rated, 
upon  grounds  which  are  more  theoretical  than  practical. 
Thus  it  has  been  stated,  that,  in  consequence  of  its  shape 
being  more  square,  the  forehead  does  not  adapt  itself  so 
well  as  the  occiput  to  the  arch  of  the  pubis,  as  the  head 
clears  the  outlet  of  the  pelvis ; without  considering  how 
materially  that  shape  may  be  altered  by  the  overlapping 
of  the  frontal  bones  at  their  suture.  It  has  been  likewise 
stated,  that,  at  the  moment  of  expulsion,  the  perinajum  is 
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put  much  more  on  the  stretcli,  and  is  in  more  danger  of 
rupture,  because  the  occipito-fronbtl  diameter  of  the  child’s 
head  (which,  in  the  occipito-anterior  presentation,  is  in 
relation  with  the  antero-posterior  diameter  of  the  ixdvic 
outlet)  is  much  longer  than  the  trachelo- bregmatic,  which 

Fig.  14, 


is  in  apposition  with  it  in  ordinary  cases.  Here,  again,  no 
account  is  taken  of  the  great  capability  which  the  occipito- 
frontal diameter  has  of  being  lessened  by  the  over-lapping 
of  the  parietal  and  frontal  bones,  at  the  coronal  suture.  In 
fact,  in  most  instances  of  occipito-posterior  presentations, 
this  shortening  actually  takes  place  to  a great  extent,  so 
that  the  head  is  at  first  so  much  altered  in  shape  as  to  be 
nearly  round ; whereas,  in  the  occipito-anterior  presenta- 
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i tions,  the  head  becomes  materially  lengthened,  especially 
i when  the  labour  is  at  all  protracted. 

Should  the  head  be  arrested  in  the  cavity  of  the  pelvis 
for  some  hoiu-s,  or  should  there  be  unusual  difficulty  in  any 
of  these  cases,  the  student  ought  to  send  for  assistance,  as 
the  forceps  will  probably  be  required. 

Face  Presentations — Mechanism. 

Face  preseutatious  occur  about  once  in  231  cases.* 
The  right  cheek-bone  ordinarily  presents ; the  fore- 
head being  towards  the  left  acetabulum,  and  the 
chin  towards  the  right  sacro-iliac  synchondrosis. 
(See  Part  III,  Fig.  28.)  In  all  face  presentations, 
as  the  head  passes  out  of  the  pelvis,  the  chin  makes 
a turn  from  behind  forwards,  so  as  to  emerge 
beneath  the  arch  of  the  pubes,  whilst  the  forehead, 
and  vertex  sweep  over  the  perinaeum.  (Fig.  15.) 

The  ordinary  face  presentation  is  in  fact  nothing  more 
than  the  ordinary  presentation  of  the  vertex,  with  the  head 
extended  instead  of  flexed  upon  the  bod^.  The  I'esult  of 
this  extension  is  that  the  chin  is  in  the  posterior  semi- 
circle of  the  pelvis,  and  that,  in  coming  round  beneath  the 
pubic  arch,  it  describes  three-eighths  of  a circle  (Fig.  15), 
just  as  the  occiput  does  in  occipito-posterior  (Fig.  13).  In 
the  third  and  fourth  positions,  which  are  less  frequent  than 
the  other  two,  the  chin  is  in  the  airterior  semi-circle,  and, 
consequently,  describes  only  one-eighth  of  a circle. 

! Diagnosis  of  Face  Presentations. 

The  face  can  scarcely  be  confounded  with  any 
I other  presentation  except  the  breech,  and  that  only 

* * For  these  statistics  see  Dr.  Churchill’s  “ Midwifery.” 
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vvlicn  tlie  parts  arc  swolluii  from  protra^;tod  labour. 
You  may  rucof^iiiso  tli«  fa/ro  on  alxlominal  palpation 
liy  fooling  tlic  pointod  projoolion  of  the  chin  instead 
of  the  more  rounded  one  of  the  occiput,  when  the 


Fia.  15. — liotatioii  in  faco  presentation.  Ordinary  pcisition. 

fingers  are  pressed  deeply  into  the  pelvic  cavity, 
on  vaginal  examination,  befoi'e  the  memhnines  are 
ruptured,  by  the  hard  prominences  of  the  malar 
bone,  forehead,  bridge  of  the  nose,  and  rim  of  the 
orbit.  After  the  membranes  are  ruptured,  vou  can 
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feel  the  openings  of  the  nostrils  and  mouth,  and  you 
can  also  feel  within  the  mouth  the  tougaie  and 
gums.  Bv  the  presence  of  these  organs,  you  at 
once  distinguish  the  mouth  from  the  anus,  which 

Fig.  16. 


forms  a contractile  ring  with  the  pointed  coccyx 
behind  it;  as  well  as  by  the  absence  of  mecouial 
discharge,  etc.  (Part  II,  p.  78.)  The  mouth  does 
not  grip  the  finger  in  the  same  way. 

If  a face  presentation  he  suspected,  the  part  should  he 
examined  with  gentleness  and  care.  Instances  are  related 
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in  which  cheeks  have  been  flayed,  and  even  eyes  “ gouged 
out,”  by  tlie  finger-nails  of  rough,  awkward  examiners. 

When  the  cliild  is  born,  the  face  is  generally  much  dis- 
figured ; for  if  the  second  stage  be  at  all  protract<}d,  the 
presenting  cheek  and  eyelids  liecome  greatly  swollen  and 
discoloured  from  ecehymosis. 

Management  of  Face  Presentations. 

As  a general  rule,  face  presentations  require  no 
interference.  The  labour  may  be  longer  and  more 
difficult  than  with  a vertex  presentation,  but  will 
ultimately  be  finished  by  the  natural  efforts.  If  the 
head  should  be  arrested,  or  if  the  chin  should  not 
come  round  beneath  the  pubic  arch,  the  forceps, 
vectis,  or  manual  rotation  may  be  required.  In  such 
a case  you  should  send  for  assistance,  as  craniotomy 
is  sometimes  necessary  under  these  conditions. 

The  diameters  of  the  face  are  not  longer  than  those  of 
the  vertex,  but  the  axes  are  not  so  well  adapted  to  those  of 
the  pelvis,  nor  is  the  face  so  cojupressible  as  the  vertex. 

Breech  Presentations — Mechanism. 

The  breech  presents  about  once  in  fifty-nine  cases. 

The  body  of  the  child  is  placed  obliquely  in  the 
pelvis,  with  the  back  either  in  front,  towards  the 
right  or  left  acetabulum,  or  behind,  towards  the  < 
right  or  left  sacro-iliac  synchondrosis.  The  child 
is  expelled  with  one  side  behind  the  pubic  arch,  and 
the  other  in  front  of  the  periua3um ; and  in  favour- 
able cases  the  head  turns  so  as  to  bring  the  face 
into  the  hollow  of  the  sacrum.  I 
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111  its  natural  position  the  foetus  in  utero  bears  some 
resemblance  in  shape  to  an  egg,  the  lumd  forming  the  large 
and  the  nates  the  small  end.  On  this  taccount  a presenta- 
tion of  the  latter  at  first  meets  with  less  resistance  than  one 


PiQ.  17. — Breech  presentation. 

of  the  former.  In  such  a case,  therefore,  the  first  part  of 
the  labour  should  on  no  account  be  hastened,  but  should 
rather  be  retarded,  so  as  to  give  the  soft  parts  ample  time 
to  dilate.  In  a proper  breech  presentation  (sometimes 
called  a “ complete  ” breech  or  sometimes  a “ frank  breech  ”) 
the  thighs  are  so  flexed  upon  the  abdomen  and  the  legs 
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extnnclod  on  the  thif'hs  that  tlie  feet  are  at  first  out  of 
reach. 


Diagnosin  of  Breech  Presentalum. 

You  may  recognise  a breecli  presentation  Ijefore 
the  membranes  are  ruptured,  if,  on  abdominal  palpa- 
tion, you  can  distinguish  (1 ) the  absence  of  the  head 
on  deep  pressure  into  the  pelvic  cavity ; (2)  the 
absence  of  the  groove  formed  1>}'  the  neck  on  using 
Pawlik’s  grip ; (3)  the  presence  of  the  head  at  the 
fundus  ; and  (4)  the  foetal  heart  heard  best  near  the 
level  of  the  umbilicus,  and  if  on  vaginal  examination 
you  can  distinguish  one  or  both  tuliera  iscliii,  and 
especially  if  you  can  make  out  the  pointed  prominence 
of  the  coccyx  in  the  centre.  If  you  can  reach  high 
enough  you  may  feel  the  femur,  and  recognise  it  by 
its  great  length.  You  may  also  be  able  to  feel  the 
very  characteristic  prominence  of  the  anterior  superior 
spinous  pi’ocess  of  the  ilium,  and  to  pass  youi'  finger 
into  the  angle  between  it  and  the  femur.  After  the 
membranes  are  ruptured  you  can  distinguish  the 
parts  of  generation,  and  meconium  will  esca^je  from 
the  anus.  If  you  introduce  your  finger  into  the  anus 
you  can  feel  the  sphincter  ani  contracting,  and  the 
finger,  when  withdrawn,  will  be  soiled  with  meco- 
nium. 

The  tuber  ischii  forms  a hard,  blunt  projection  in  the 
centre  of  tlie  soft  cushion  presented  by  the  buttock. 

In  male  children  the  scrotum  occasionally  becomes  enor- 
mously swollen  from  oidema,  produced  by  compression 
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between  the  thighs.  The  tiiinour  thus  formed  may  prove 
very  puzzling  to  the  young  accoucheur,  if  not  previously 
aware  of  the  circumstance. 

Cases  ill  which  no  Interference  is  Necessary. 

Ereeeli  cases,  altlioiigli  more  tedious  t.liaii  those 
wliere  the  vertex  presents,  are  not  usually  dangerous 
to  the  mother.  But  there  is  much  danger  to  the 
child  from  compression  of  the  cord  by  the  head  whilst 
passing  through  the  pelvis.  Still,  if  the  patient  be 
not  a primipara,  if  the  labour  be  rapid  and  the  cliild 
favourably  situated  (that  is,  with  its  back  in  front 
and  its  head  and  arms  flexed  upon  its  body),  such 
cases  may  terminate  well  without  any  kind  of  manual 
interference. 

In  no  instance,  perhaps,  is  so  much  mischief  produced  by 
meddlesome  midwifery  as  in  breech  presentations  ; and  yet 
these  are  the  very  cases  in  which  an  ignorant  midwife, 
rejoiced  at  having  something  to  pidl  at,  would  drag  down 
■ the  lower  extremities  under  the  idea  of  forwarding  the 
I labour.  The  result  is  that  time  is  not  allowed  for  the  soft 
parts  to  dilate.  If  traction  be  made  between  the  pains  the 
child’s  arms,  previously  flexed  across  the  chest,  are  carried 
above  the  head ; the  chin  hitches  upon  the  brim  of . the 
pelvis,  and  a favourable  ijresentation  of  the  head  is  thus 
changed  into  an  extremely  unfavourable  one ; groat  delay 
is  thereby  produced,  and  the  child’s  life  in  all  probability  is 
sacrificed.  Damage  to  the  soft  parts  of  the  child  may  also 
be  produced  by  rough  examination.  The  editor  has  met 
with  a c9.se  in  which  a female  infant  presenting  by  the 
breech,  a midwife  managed  to  tear  the  vagina  and  poriujeum 
to  such  an  extent  as  to  lay  open  the  sphincter  ani  and 
rectum. 
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Cases  for  Interference. 

Ill  most  breech  presentations  some  interference 
is  necessary,  but  not  until  the  lower  half  of  the  body 
is  expelled.  The  danger  to  the  child  then  com- 
mences ; if,  (herefore,  the  up[>er  half  do  not  speedily 
follow,  the  labour  must  be  hastened.  As  so<jn  as 
the  umbilicus  appears  at  the  outlet,  you  may  jmll 
down  some  of  the  cord,  in  order  to  relax  it,  and  then 
place  the  rest  in  the  hollow  of  the  sacrum,  where  it 
will  be  more  out  of  the  way  of  pressure.  Next  make 
a careful  examination  to  make  sure  that  the  arms 
are  in  their  normal  position.  Then,  wrap  the  child’s 
body  in  a hot  towel  and  as  soon  as  the  arms  are 
born  and  the  body  rotated,  if  necessary,  to  bring 
the  occiput  to  the  front,  grasp  the  ankles  of  the 
child  firmly  and  making  strong  traction  carry  them 
forward  right  over  the  mother’s  abdomen,  at  the 
same  time  pushing  ujj  the  occiput  with  the  fingers 
of  the  other  hand.  This  manoeuvre  (the  Prague 
method  of  delivering  the  after-coming  head)  results 
in  the  head  rotating  round  the  symphysis  so  that 
the  suboccipito  bregmatic  diameter  passes  through 
the  outlet.  Counter  pressure  on  the  head  through 
the  abdominal  wall  and  pelvic  inlet  will  also  assist. 
If  the  child’s  back  be  situated  posteriorly,  you  must 
rotate  the  trunk  between  the  pains  so  as  to  bring 
that  part  round  to  the  front. 

A convulsive  starting  of  the  child’s  limbs  will  sometimes 
indicate  the  approach  of  asphyxia  from  pressure  on  the 
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cord.  Wlien  such  a symptom  is  noticed  there  is  an  urgent 
necessity  for  immediate  delivery.  In  breech  presentations, 
the  patient’s  friends*  should  be  informed  that  the  child  is 
not  presenting  rightly,  and  that  in  consequence  its  life  will 
be  in  danger,  but  that  she  herself  will  not  incur  any  addi- 
tional risk,  nor  will  there  be  any  necessity  for  turning  the 
child. 


How  to  bring  down  Arms. 

If  the  arms  be  raised  above  tlie  head,  they  must 
be  brought  dowu  ; and  it  is  generally  easier  to  bring 
down  the  posterior  arm  first.  For  this  purpose  pass 
two  fingers  over  the  shoulder  from  the  back,  and 
depress  the  arm  obliquely  downwards  an,d  forwards 
across  the  chest,  by  pressing  the  humerus  forward, 
inward  and  downwards.  Then  bring  down  the 
anterior  arm  in  a similar  manner. 

If  attempts  are  made  to  bring  down  the  arm  in  an  opijo- 
site  direction  to  that  indicated,  the  elbow  will  in  all 
probability  hitch  upon  the  brim  of  the  pelvis,  and,  force 
being  exerted  at  right  angles  to  the  humerus,  that  bone 
will  almost  inevitably  be  fractured. 

How  to  bring  down  the  Head. 

If  the  face  be  in  front,  and  the  chin  much  raised 
from  the  chest,  the  position  of  the  head  must  be 
changed.  Pass  the  first  two  fingers  of  the  left  hand 
into  the  mouth,  and  two  fingers  of  the  other  hand 
behind  the  occiput ; press  the  chin  backwards  to- 

* It  is  perhaps  better  not  to  inform  the  patient  herself. 
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wards  tlie  SficrUiii,  and  downwards  t/jwards  the  chest 
of  the  child ; and  the  occiput  upwards,  and  then 
downwards  and  forwards  in  the  axis  of  the  outlet  of 
the  pelvis.  Then  the  head  Ijeing  grasjxfd  within  the 


Fig.  18. — Bringing  down  left  arm. 


two  hands,  it  will  be  possible  to  rotate  it  so  that  the 
occiput  comes  to  the  front.  If  this  does  not  succeed 
grasp  the  ankles  as  before  and  carry  the  child’s  body 
backwards  towai'ds  the  mother’s  back.  Kemembcr 
the  chin  is  the  first  part  of  the  head  to  be  delivered 
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ill  either  an  occipito-auterior  or  occipito-posterior 
position  of  the  after-couiiug  head. 

If  the  child  be  in  a state  of  suspended  animation 
after  birth,  the  proper  means  for  I’estoriug  it  should 
be  made  use  of.  (See  Part  II,  pp.  99-104.) 

When  the  chin  is  much  raised,  the  longest  diameter  of 
the  head,  viz.  the  occipito-mental,  corresponds  to  one  of  the 
diameters  of  the  pelvis.  By  depressing  the  chin  we  substi- 
tute a shorter  diameter  such  as  the  trachelo-bregmatic,  or 
at  all  events  the  occipito-frontal. 

When  the  chin  is  towards  the  front  of  the  pelvis  it  is 
very  likely  to  hitch  over  the  jDubes,  and  thus  prevent  the 
expulsion  of  the  head.  When  this  occurs  the  body  may  bo 
(1)  carried  forwards  over  the  mother’s  abdomen  by  the 
Prague  grip,  so  as  to  extract  the  occiput  first ; (2)  the  head 
may  be  rotated,  so  as  to  convert  the  position  into  an 
occipito-anterior  and  then  flexed.  If  the  chin  hitches  upon 
the  symphysis,  and  delivery  is  effected  in  this  position,  the 
occiput  will  be  born  first.  This  is  the  only  exception  to 
the  rule  that  the  chin  is  born  first  in  cases  of  breech 
presentation. 

If  the  nose  can  be  reached,  it  will  be  found  that  by 
placing  the  two  fingers,  one  on  each  side  of  it,  and  dej)res- 
sing  the  upper  maxilla,  the  head  can  be  acted  upon  more 
powerfully  than  by  passing  them  into  the  mouth.  Traction 
on  the  jaw  as  a means  of  aiding  delivery  should  be  avoided 
in  all  cases  for  fear  of  damaging  the  mandibular  articula- 
tion or  the  mandible  itself.  But  its  use  to  promote  flexion 
is  quite  permissible. 

Presentations  of  Feel  or  Knees. 

The  inferior  extremities,  that  is,  the  feet  or  kueos, 
present  about  once  in  1U5  cases.  The  feet  may 
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present  in  two  ways,  either  with  the  toes  turned  ‘ 
backwards  or  forwai'ds,  the  former  Ijcing  the  most 
common.  Wlieu  the  feet  or  knees  present,  they  do 
not  dilate  the  soft  parts  as  well  as  the  breech.  The 
first  part  of  the  labour  is  consequently  likely  to  l^e 
quicker  than  in  a breech-presentation,  but  the  last 
part  more  lingering.  Hence  there  is  greater  danger 
to  the  child  ; but  in  other  respects  the  mechanism  of 
the  labour  is  similar. 

• Foot  Presentations — Diagnosis. 

The  foot  can  scarcely  be  mistaken  for  any  other 
part  except  the  hand.  If  you  can  only  reach  the 
toes  you  may  distinguish  them  from  the  fingers  by 
the  following  peculiarities.  The  toes  are  much 
shorter,  and  consequently  cannot  be  doubled  up  bke  J 
the  fingers.  The  great  toe  is  close  to  the  others,  and  \| 
of  the  same  length,  whereas  the  thumb  is  shorter  ^ 
than  the  fingers  and  widely  separated  from  them.  ] 
If  you  can  reach  the  ankle  you  feel  the  heel  and  j 
malleoli ; you  also  find  that  the  foot  is  articulated  at  I 
right  angles  with  the  leg,  whereas  the  hand  is  in  a I 
direct  line  with  the  forearm.  If  the  membranes  be  I 
ruptured,  and  especially  if  both  feet  can  be  felt,  a 
mistake  is  scarcely  possible. 

It  is  of  the  greatest  consequence  in  these  cases  that  a 
correct  diagnosis  should  he  formed  before  the  waters 
escape.  At  the  same  time  too  much  care  cannot  be  taken 
lest  the  membranes  be  ruptured  in  making  the  necessary  i 
examination.  3 
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Knee  Presentations — Diagnosis. 

The  knee  bears  more  resemblance  to  the  elbow  than 
to  any  other  part ; but  it  is  larger  and  rounder  than 
the  elbow  and  you  can  feel  a depression  between 
the  two  elevations  formed  by  the  condyles  of  the 
femur.  On  the  contrary  you  recognise  the  elbow  by 
the  pointed  projection  of  the  olecranon  between  the 
condyles  of  the  humerus.  But  all  doubt  is  removed 
if  you  can  reach  the  foot  or  the  breech,  and  especially 
if  both  knees  present. 

It  is  scarcely  possible  that  both  elbows  should  present  at 
once,  but  very  likely  that  both  knees  should  do  so, 

Management  of  Knee  or  Footling  Cases. 

Knee  or  footling  cases  must  be  managed  in  the 
same  way  as  breech  presentations,  except  that  there 
is  still  more  reason  for  delaying  the  first  part  of  the 
labour.  If  one  foot  or  one  knee  present  you  should 
not  attempt  to  bring  down  the  other,  because  a larger 
dilating  body  is  presented  if  you  allow  the  limb  to 
remain  flexed  upon  the  trunk. 

Compound  Presentations. 

It  sometimes  happens  that  two  different  parts  of 
the  body  present,  forming  what  is  called  a com- 
pound presentation  ; thus  the  hand  may  present 
with  the  head,  the  breech,  or  the  foot.  The  hand 
is  known  liy  the  signs  enumerated  above.  (See 
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Part  II,  p.  84.)  Great  care  is  necessary  in  examining ; 
for  the  liea'l  or  hreecli  may  puslieil  up,  or  tlie 
arm  pulled  down,  through  ignorance  or  ina/lver- 
tence. 

Slioul'-l  the  arm  become  completely  eng'aged  in  the  pelvis, 
niul  should  the  other  pre.sentin<f  part  recede,  the  presenta- 
tion becomes  one  of  the  most  unfavourable  with  which  the 
accoucheur  has  to  deal. 


Jilanaijenient  of  Preseiiiations  of  Hand  udth  Head. 

When  the  hand  comes  down  Ijefore  the  hea/1, 
there  is  generally  inoi’e  I'oom  in  the  i>elvis  than 
usual,  and  therefore  you  need  Ije  in  no  hurry  to 
interfere.  When  the  head  is  fully  engaged  in  the 
cavity  of  the  pelvis,  you  may  make  a cautious 
attempt  to  push  the  hand  above  it.  If  there  1>e  any 
difficulty  in  doing  this,  you  may  let  it  remain;  for, 
ill  all  probability,  it  will  merely  have  the  effect  of 
somewhat  retarding  the  labour.  Should,  however, 
the  head  become  arrested,  you  had  better  send  for 
assistance,  as  the  forceps  may  be  required. 

Proseiitutions  of  the  band  with  the  head  are  more 
frequent  in  premature  deliveries  than  in  laliours  at  full 
term. 

There  is  a dorsal  displacement  of  the  arm  described  by 
Sir  J.  Simpson,  in  which  the  forearm  lies  across  the  najie  of 
t,lie  neck,  and  occasionally  renders  version  necessary. 
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I Treatment  of  Presentations  of  Hand  with  Breech 
I or  Foot. 

Wheu  the  hand  presents  with  the  breech,  tlie  case 
slionlJ  be  treateil  as  an  ordinary  bi-eech  presentation. 
If  it  present  with  the  foot,  the  foot  should  be 
drawn  down,  so  as  to  convert  the  case  into  a pre- 
sentation of  the  inferior  extremities. 

In  presentations  of  tho  hami  and  foot  the  cord  frequently 
pi'olapses.  Tlie  safety  of  the  child  then  requires  that  the 
labour  should  be  teriuinated  without  delay. 

Plural  Births. 

“ Plural  births  ” are  those  in  which  more  than  one 
fcetus  is  expelled.  Twins  occur  about  once  in  eighty- 
one  cases.  Cases  of  three  or  more  at  a birth  are  ex- 
ceedingly rare.  Twin  children  are  nearly  always 
below  the  average  size;  they  are  enclosed  in  separate 
membranous  bags ; the  placentae  also  are  distinct, 
although  usually  united  by  their  edges.  In  the 
majority  of  cases  the  heads  of  both  children  present, 
but  it  is  almost  as  common  to  find  the  head  of  one 
and  the  lireech  or  feet  of  the  other  pi’esenting.  In 
some  rare  cases  there  is  onlv  one  common  placenta. 

Triplets  occur  about  once  in  0000  cases. 

The  mortality  amongst  twins,  and  especially  triidets  or 
quadruplets,  is  greater  than  amongst  other  children,  from 
the  circumstance  that  these  labours  are  more  often  prema- 
ture than  othei-s,  and  also  that  the  children  are  smaller  and 
less  vigorous. 
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Mechanism  of  Twin  Labours. 

Tlie  delivery  of  llie  first  child  is  usually  more 
tedious  than  an  ordinary  labour,  but  the  delivery  of 
the  second  is  much  more  speedy.  In  most  cases 
there  is  an  interval  of  rest  between  the  birth  of  the 
first  and  second  child,  which  may  vary  from  five 
minutes  to  half  an  hour  or  more.  The  membranes 
of  the  second  child  do  not  rupture  until  after  the 
birth  of  the  first,  and  may  often  Ije  ruptured  artifi- 
cially with  advantage,  but  not  l>efore  the  recurrence 
of  labour  pains  shows  that  the  uterus  is  l^eginning 
to  expel  the  second  child.  The  two  placentae  are 
expelled  after  the  birth  of  the  second  child. 

The  delivery  of  the  fii’st  child  is  slow  from  the  circum- 
stance that  much  power  is  lost,  because  a considerable  portion 
of  the  uterine  pressure  is  transmitted  indirectly,  through 
the  medium  of  the  second  child.  The  delivery  of  the 
second  child  is  speedy,  because  the  soft  parts  are  well 
dilated  by  the  passage  of  the  first. 

The  period  of  repose  between  the  birth  of  the  first  and 
second  child  has  been  known  to  last  for  several  hours  and  even 
days.  Dr.  Merriman  relates  a ease  in  which  the  second 
child  was  retained  for  six  weeks. 


Diagnosis  of  Twins. 

Before  labour  commences  there  is  no  certain  sign 
by  which  you  can  ascertain  the  presence  of  twins 
Avith  the  exception,  perhaps,  of  that  which  is  derived 
from  the  auscultation  of  tAvo  distinct  foetal  hearts ; 
sometimes  a distinct  groove  between  the  bodies  of 
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the  two  children  can  he  felt  and  multiplicity  of 
limbs  noted  on  abdominal  palpation.  After  the 
first  child  is  born  the  nature  of  the  case  is  obvious  ; 
if  you  place  your  hand  on  the  abdomen,  the  uterus 
feels  tense,  hard,  and  but  little  diminished  in  size, 
and  a careful  abdominal  palpation  should  be  per- 
formed to  exclude  or  to  recognise  the  presence  of 
a transverse  presentation  of  the  second  child ; if  you 
examine  per  vayinam,  you  at  once  distinguish  the 
bag  containing  the  presenting  part  of  the  second 
child. 

Before  labour,  the  size  of  the  abdomen  is  a very  fallacious 
sign  of  the  pi-esence  of  twins,  for  it  may  depend  on  other 
causes,  such  as  excess  of  liquor  amnii,  etc.  But  if  two 
distinct  bodies  can  be  felt  through  the  jiarietes  with  a sulcus 
between  them,  it  is  very  probable  that  the  uterus  contains 
twins.  The  evidence  amounts  almost  to  certainty  if,  on 
applying  the  stethoscope  to  two  parts  of  the  abdomen 
remote  from  one  anothei',  the  sound  of  the  foetal  heart  is 
heard  distinctly  in  each  situation.  The  foetal  heart  gives  a 
double  sound  which  very  much  resembles  a muffled  ticking, 
such  as  is  heard  when  a watch  is  placed  beneath  a pillow, 
and  can  be  imitated  as  follows  : Place  the  palm  of  one  hand 
flat  over  the  ear  and  then  tap  lightly  on  its  dorsal  surface 
with  the  little  finger  of  the  other  hand.  The  tip  of  the 
finger  should  be  slightly  moistened.  The  beats  of  the  foetal 
bear  no  fixed  relation  in  frequency  to  those  of  the  mother’s 
heart,  but  in  general  there  are  at  least  twice  as  many  in  a 
given  time.  The  discrimination  of  these  sounds  requires  a 
quiet  room  and  a practised  ear;  the  student  should  therefore 
take  every  opportunity  of  making  himself  familiar  with 
them. 
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Manrujemenl  of  Tivin  Cagen. 

Tlie  (leliv'ery  of  tlie  first,  cliilO  is  to  he  niaiiaged  in 
llie  same  way  fi-s  a,ii  oi-<linary  labour.  As  soon  as  it 
is  born  and  separated  fi’oin  tlie  motlier,  wait  for  the 
expulsion  of  the  second  diihl.  Do  not  attempt  1o 
remove  tlie  placenta  of  the  first  child  until  after  the 
birth  of  the  second.  When  this  has  taken  place,  the 
two  *{dacent8e  will  be  expelled  together.  If  they 
remain  in  the  vagina,  ex])ress  them  in  the  manner 
directed  in  Part  I,  p.  41. 

An  alarming  liaeniorrhage  might  en.sne  if  the  first 
placenta  were  forcilily  separated  before  the  hirth  of  the 
second  child,  as  a large  Ideeding  surface  would  he  thereby 
exposed  at  a time  when  tlio  uterus  would  be  incapable  of 
close  contraction. 

In  twin  cases  the  bleeding  surface,  which  is  exposed  1)}' 
the  separation  of  the  placentse,  is  twice  as  large  as  in  an 
ordinary  case.  Moreover,  the  uterus,  in  consequence  of 
previous  over-distension,  is  more  likely  to  fall  into  a state 
of  inertia  Avhcn  the  labour  is  over  so  that  there  is  greater 
lialiility  to  post-iiartuTn  liEemonhage. 


Inaction  of  Uterus  after  Birth  of  First  Chiil. 

Sometimes  the  uterus  remains  in  a state  of  inac- 
tion for  a considerable  period  after  the  birth  of  the 
first  child.  Should  there  be  no  pains  within  half  an 
hour  you  may  apply  a tight  binder  and  rupture  the 
membranes.  Should  there  be  none  within  an  hour 
you  may  give  ergot,  provided  the  presentafiou  is 
natural.  If  the  second  child  be  not  born  within 
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an  hour  and  a half  you  had  better  send  for  assist- 
ance. 

Authors  are  somewhat  divided  in  opinion  as  to  the  treat- 
ment of  these  cases ; some  recommend  immediate  inter- 
fei'ence,  whilst  others  advise  that  they  should  he  left 
entirely  to  natui-e ; the  majoritj',  however,  are  in  favour  of 
a middle  coui-se.  It  is  not  well  to  interfere  too  soon  after 
the  birth  of  the  fii'st  child,  because  the  woman  may  be  some- 
what exhausted  and  may  need  a little  repose.  At  the  same 
time  it  is  not  advisable  to  delay  interference  too  long-,  e.  g. 
for  several  houi-s,  because  the  soft  j>arts  which  have  been 
well  dilated  by  the  first  child  will  have  time  to  contract, 
and  thus  any  operation  (such  as  turning  or  the  apj)lication 
of  the  .forceps)  which  may  be  required  will  be  rendered 
much  more  difficult.  If  there  are  symptoms  of  exhaustion 
after  the  birth  of  the  second  child,  a table-sjmonful  of 
biirndy  may  be  given  together  with  n;x  of  tinct.  opii. 

In  all  twin  cases  the  patient  should  be  informed,  when 
the  first  child  is  born,  that  she  is  likely  to  give  bii-th  to  a 
second. 

This  should  not  be  told  to  her  abruptly,  and  at  the  same 
time  she  should  be  cheered  by  the  assurance  that  in  all 
probability  she  will  not  have  to  go  through  one-tenth  part 
of  the  suffering  which  she  has  already  endured. 


Tedious  Labour  from  Disproportion  between  Head 
and  Pelvis. 

Tlie  secoiul  stage  of  labour  may  be  retarded  by 
a slight  disproportiou  between  the  size  of  the  head 
and  i>elvis;  thus,  the  former  may  be  larger  thau  usual, 
or  the  latter  somewhat  contracted,  either  at  its  brim, 
cavity,  or  outlet.  If  the  disproportiou  be  not  great, 
the  uterine  efforts  will  probably  overcome  the  resist- 
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aiice,  after  some  hours  of  julditional  suffering,  witliout 
any  bad  results  to  eitlier  mother  or  cliild. 

Tlie  pelvis  may  be  too  small  in  all  its  projKirtions,  or  it  may 
be  irregular  in  consequence  of  disease.  (See  Part  III,  p.  151.) 

A very  large  and  firmly  ossified  fcetal  head  uia3'  be  a cause 
of  difficult  labour,  especially  when  the  pelvis  is  not  room\’ ; 
this  cause  is  more  often  met  with  in  male  than  female 
children. 

% 

When  such  Cases  may  be  left  to  Nature. 

Cases  of  tedious  labour  from  want  of  room  in 
the  pelvis  require  much  time  and  patience,  and  should 
not  be  hastily  interfered  with.  You  may  safely  leave 
them  to  nature,  so  long  as  the  general  condition  of  the 
woman  is  good,  the  pains  being  regular  and  powerful, 
and  the  head  advancing  ever  so  little  in  a given  time ; 
the  passages  being  neither  hot  nor  tender,  and  the 
pulse  not  rising  above  100  between  the  pains. 

One  of  the  first  lessons  which  the  }'Oung  accoucheur  has 
to  learn  is  patience.  Patience  enables  the  adept,  who  knows 
by  experience  what  pangs  natiu'e  will  endure  at  such  times, 
and  yet  in  the  end  accomplish  her  work  safel}',  to  quietlj’ 
await  the  result,  when  the  tyro,  listening  to  the  suggestions 
of  his  own  timorous  imagination,  and  to  the  entreaties  of 
the  woman  and  her  friends,  would  rashly  resort  to  instru- 
ments and,  pei-haijs,  sacrifice  the  lives  of  the  mother  and  her 
heqdess  offspring. 

The  student  should  take  care  not  to  mistake  the  elonga- 
tion of  the  cranium  and  swelling  of  the  scalp,  which  are  so 
marked  in  difficult  labours,  for  an  advance  of  the  head. 

Retention  of  Urine  (luring  Labour. 

lu  tedious  labours  the  pressiu-e  of  the  head  upon 
the  bladder  may  cause  reteutioii  of  ui'iue.  If  there 
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be  any  iloubt  as  to  the  woman’s  ability  to  pass  water 
you  should  draw  it  otf . For  this  purpose  a red  rubber, 
soft,  male  catheter  is  preferable  to  the  ordinary 
instrument.  The  woman  lying  on  her  back,  after 
cleaning  the  external  part-s  with  soap  and  water  and 
an  antiseptic  solution  in  the  ordinary  way,  and  steri- 
lising the  catheter  by  boiling  for  ten  minutes,  pass  it 
into  the  meatus  urinarius,  which  yofi  Avill  find 
beneath  the  pubic  arch,  and  just  above  the  vaginal 
orifice,  from  which  it  is  separated  by  a slight  projec- 
tion ; the  catheter  should  be  anointed  with  a little 
glycerine  or  soft  antiseptic  soap,  but  if  lysol  is  used 
this  will  in  general  be  a sufficient  lubricant ; push 
the  catheter  on  into  the  bladder  until  urine  flows  and 
receive  the  urine  in  a small  basin.  If  the  child’s 
head  resist  the  catheter  you  must  repress  it  a little 
with  your  fingers. 

Nurses  are  veiy  apt  to  confound  the  dribbling  away  of 
liquor  amnii  wdth  passing  water,  and  vice  versa.  Their 
statements,  therefore,  must  be  received  with  much 
caution. 

During  labour  the  urethra  becomes  elongated  and  passes 
almost  straight  up  behind  the  pubes.  It  is  on  this  account 
that  a long  flexible  catheter  is  preferable. 

When  the  labour  is  lingering  the  parts  of  generation  may 
become  so  swollen  that  it  is  difficult  to  detect  the  meatus 
urinarius.  The  parts  must  be  exposed  to  view ; you  should 
do  this  in  all  cases  to  avoid  the  possibility  of  infecting 
the  catheter  and  consequently  producing  inflammation  of 
the  bladder  (cystitis).  Neglect  to  pass  the  catheter  may 
lead  to  risk  from  long-continued  retention  of  urine. 

The  catheter  should  always  be  passed  before  turning  ox' 
employing  instruments. 
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Cramys  durinfj  Luhour. 

During  the  second  stage  of  laljour  tlie  pressure  of 
the  liead  upon  the  sacral  nerves  occasionally  produces 
very  painful  cramps  in  the  thighs  ami  legs.  Deliver}’ 
is  the  only  remedy  for  these,  but  some  relief  may  lx; 
afforded  by  friction  of  the  affected  limb. 

Sometini^s  the  pain  arising  from  cramps  is  so  excru- 
ciating as  to  render  the  inhalation  of  chloroform  advisable. 
Before  adopting  this  measure  a consultation  should  be 
requested. 

Death  of  Foetus  before  or  during  Labour. 

The  foetus  may  die  before  or  during  labour.  If  it 
die  before  the  full  term  of  pregnancy  it  will  be  retained 
until  it  appears  to  act  as  a foreign  body,  and  excites 
the  uterus  to  throw  it  off.  The  time  during  which  it 
thus  remains  may  vary  from  a few  hours  to  several 
days,  or  weeks,  or  even  mouths,  e.g.  Hagniann*  has 
described  a case  of  removal  of  a foetus  after  five  and  a 
half  months’  retention,  Hermant  after  a still  longer 
period,  and  Walter  Sway  net  one  in  which  the  placenta 
Avas  expelled  and  the  foetus  retained  for  over  a 
month. 

The  death  of  the  feetus  may  bo  caused  by  intra-uteriue 
disease,  such  as  syphili.';,  etc.,  by  blows,  falls,  or  other 
shocks,  or  it  may  be  the  result  of  contracted  pelvis.  Accord- 
ing to  the  time  that  the  feetus  has  been  retained  in  tilcro,  it 
may  either  be  slightly  decomposed,  as  shown  by  some 

* ‘ Monatsschrift  fiir  Geburtshilfc  und  Gynakologie,’ 
ISerl.,  1903,  xvii,  p.  SOS. 

t ‘ Proc.  Roy.  Soc.  Med.,’  vol.  y,  pt.  ii,  p.  165. 
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discoloration  and  peeling  of  tho  cuticle,  or  it  may  be  so 
putrid  and  rotten  that  it  will  scarcely  hang  together. 

Signs  of  Death  of  Fietus. 

When  tlie  foetus  dies  before  labour  its  movements 
cease  to  be  felt,  the  abdomen  subsides,  and  there  is  a 
feeling  of  coldness  and  Aveight  in  the  utq^'ine  region. 
The  breasts  become  flaccid  and  lose  the  characteristic 
ajipearauces  of  pregnancy.  The  woman’s  health 
suffers,  her  breath  is  offensive,  and  her  eyes  are  sur- 
rounded by  a dark  circle.  On  examination  of  the 
urine  it  may  be  found  that  it  contains  peptone. 
Diu-ing  labour  the  cranial  bones  feel  loose  and  move- 
able  beneath  the  flaccid  scalp,  and  there  is  no  caput 
succedaneum  however  long  the  labour  may  have 
lasted.  If  there  be  much  decomposition  the  scalp 
becomes  emphysematous  and  crackles  under  the 
finger.  The  liquor  amuii  contains  meconium,  the 
discharges  are  offensive,  and  flatus  often  escapes 
from  the  uterus.  But  auscultation  affords  the 
surest  sign,  both  before  and  during  labour.  If  the 
fcetal  lieart  has  been  heard  distinctly,  and  if  its 
pulsations  after  a time  become  quicker  and  fainter, 
and  finally  cease  altogether,  you  have  tolerably  certain 
proof  of  the  death  of  the  foetus. 

Many  of  the  signs  first  enumerated  are,  when  taken  by 
themselves,  extremely  equivocal,  because  they  depend  very 
much  upon  sensations  which  are  apt  to  be  fallacious.  The 
diagnosis  of  the  death  of  the  fcotus  may  be  a matter  of 
much  importance  in  difficult  labour ; for  it  may  determine 
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tlio  kind  of  instrumental  interference  which  is  to  Ije  era- 
l)loyed.  Tlie  looseness  of  the  cranial  Ixmes  arises  from  the 
condition  of  the  brain  produced  by  decomposition.  'I'he 
emphysema  of  the  scalp  is  caused  by  gas  generaWl  during 
l^utrefaction.  When  meconium  escapes  with  the  liquor 
amnii  in  a head  iiresentation  it  is  a suspicious  circumstance, 
as  it  indicates  a relaxation  of  the  sphincter  ani. 

Management  of  Delivery  vAth  Stillborn  Children. 

When  the  child  is  dead  the  progress  of  the  labour 
is  uot  materially  affected.  The  uterine  action  may, 
perhaps,  be  somewhat  torpid,  but  the  lalxmr  will 
usually  be  terminated  by  the  natural  efforts.  After 
the  labour  an  intra-uterine  douche  should  Ije  given, 
and  as  soon  as  possible  the  patient  should  l^e  proppje*! 
up  to  facilitate  drainage.  Vaginal  douching  should 
not  be  done  as  a routine,  because  unless  strict  asepsis 
can  be  observed  it  is  likely  to  facilitate  infection. 
If  asepsis  can  be  secm’ed  it  may  be  advantageous. 

The  absorption  of  any  kind  of  putrid  matter  should  be 
carefully  guarded  against,  as  it  is  a fertile  source  of  puer- 
23eral  fever. 

Coiling  of  Cord  round  Neck — Treatment. 

When  the  child’s  head  is  born  it  often  happens 
that  the  cord  is  twisted  once  or  twice  round  the  neck. 
This  is  seldom  a matter  of  much  consequence,  because 
in  these  cases  the  cord  is  generally  longer  than  usuaL 
You  may  draw  down  a loop  of  the  cord  so  as  to 
relieve  its  tension,  and,  if  you  can,  slip  it  over  the 
head.  If  it  be  too  tight  for  this  you  may  slip  it  over 
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the  shoulders.  When  the  cord  is  so  unusually  tight 
as  to  threaten  strangulation  of  the  infant  you  may 
divide  it,  having  first  placed  two  pairs  of  artery 
forceps,  one  on  each  side  of  the  point  of  division, 
otherwise  both  ends  may  slip  out  of  reach,  and  if  the 
end  connected  with  the  umbilicus  of  the  foetus  be 
not  secured  the  latter  will  bleed  to  death.  Hiemor- 
rhage  from  the  maternal  end  is  less  important  as 
it  will  only  drain  the  placenta.  This  proceeding, 
however,  is  rarely  necessary. 

The  coiling  of  the  cord  around  the  neck  or  limbs  appears 
to  be  a provision  of  Nature  for  disposing  of  its  superfluous 
length  and  obviating  the  danger  of  prolapse. 

If,  as  very  seldom  happens,  a short  cord  be  tightly 
twisted  around  the  neck,  the  child  is  in  danger  both  of 
strangulation  and  compression  of  the  cord.  There  is  also 
some  risk  of  forcible  detachment  of  the  placenta,  or  even 
an  inversion  of  the  uterus. 

Delay  in  Expulsion  of  Body — Treatment. 

Sometimes  there  is  a considerable  delay  after  the 
birth  of  the  child’s  head.  The  face  becomes  livid 
and  much  swollen,  and  the  child  appears  in  immi- 
nent danger  of  strangulation  or  apoplexy.  If  after 
ten  minutes  the  body  should  not  be  expelled,  its 
delivery  may  be  assisted  by  making  firm  pressure  on 
the  fundus  uteri,  and  using  gentle  traction  upon  the 
neck,  or,  still  better,  upon  the  trunk,  by  passing  up 
the  forefinger  along  the  neck,  and  hooking  it  into 
the  axilla. 
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The  last  manoeuvre  is  most  useful  when  the  delay  is 
caused  by  unusual  breadth  of  the  child’s  shoulders. 

'rhe  pressure  upon  the  fundus  uteri  is  made  for  the  pur- 
pose of  inducing  uterine  contraction,  and  thus  obviating 
the  danger  of  post-partum  haemorrhage. 

Asphyxia  of  Infant — Causes. 

When  the  child  is  born,  it  may  lee  in  a state  of 
suspended  animation  from  asphyxia;  the  heart  leeats, 
but  there  are  no  respiratory  efforts.  This  condition 
may  arise  from  various  causes,  such  as  pressure  on 
the  head; during  a long  labour,  flooding  from  prema- 
ture detachment  of  the  placenta,  compjression  of  the 
coi'd  or  neck  during  birth,  etc. 

Asphyxia  neonatorum  occurs  in  two  forms  : In  the 
first,  asphyxia  pallida  or  white  asphyxia,  the  child’s 
skin  is  pale  and  its  muscles  flabby,  and  respiratory 
movements  entirely  absent.  ' This  is  a very  serious 
condition,  as  in  a large  proportion  of  cases  the  con- 
dition is  primarily  due  to  pressure  on  the  brain,  and 
in  these  the  child  seldom  recovers.  In  some  casea 
rupture  of  one  or  more  of  the  blood-vessels  within 
the  skull,  either  one  of  the  meningeal  arteries,  or  one 
of  the  vessels  in  the  brain  itself  may  have  occurred ; 
especially  if  delivery  has  been  effected  with  difficulty 
by  forceps  or  version. 

In  the  second,  asphyxia  livida  or  blue  asphyxia,  the 
child’s  skin  is  very  blue  and  congested,  but  its 
muscles  firm  and  elastic.  This  condition  is  as  a rule 
temporary,  and  nearly  always  passes  off  if  any 
efforts  are  made  to  stimulate  respii'atiou. 
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Treatment  of  Asphyxia. 

If  the  cord  pulsates,  you  should  not,  as  a general 
rule,  tie  it  for  at  least  a quarter  of  an  hour ; but 
there  is  no  advantage  in  delaying  the  ligation 
when  the  pulsation  in  any  part  of  the  cord  has 
ceased.  As  soon,  therefore,  as  the  pulsation  ceases  in 
that  part  of  the  cord  immediately  outside  the 
vagina  the  ligature  should  be  applied  ; but  if  the 
child  appears  to  be  in  an  apoplectic  condition,  as 
shown  by  great  swelling  and  lividity  of  the  counte- 
nance, you  may  at  once  divide  the  cord,  and  allow 
two  or  three  teaspoonfuls  of  blood  to  escape  from  it. 
In  all  cases  }'ou  may  first  attempt  to  induce  respira- 
tion by  exposing  the  face  freely  to  the  air,  and 
sprinlding  it  with  cold  w'ater  ; by  wetting  the  trunk 
and  limbs  with  brandy,  and  rubbing  them  briskly 
with  warm  flannels.  You  may  try  these  means  for  a 
minute  or  two ; but  if  they  fail  you  must  have 
recourse  to  artificial  respiration  without  delay. 

The  popular  remedy,  amongst  nm’ses,  of  slapping  the 
child’s  buttocks  will  sometimes  succeed  in  producing  a 
respiratory  effort,  but  this  should  be  done  with  moderation  ; 
violent  slapping  of  the  upper  part  of  the  child’s  back  may 
actually  prevent  its  breathing.  Rhythmical  traction  on 
the  child’s  tongue  will  often  start  respiration,  and 
gently  slapping  the  child’s  back  with  a cold,  wet  towel  will 
often  cause  strong  inspiratory  efforts. 

Other  means  of  exciting  respiration  have  been  recom- 
mended, such  as  holding  ammonia  or  bumt  feathers  to  the 
nostrils,  tickling  the  fauces  with  a feather,  etc. 

Care  should  always  be  taken  in  these  cases  to  free  the 
mouth  or  fauces  from  any  mucus  which  may  clog  them. 
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Tho  contact  of  cold  air  with  the  skin  is  a powerful 
stimulus  to  the  respiratory  act,  and  therefore  the  child’s 
face  should  always  be  freely  uncovered.  Galvanism  is  a 
powerful  means  of  resuscitation  when  a proper  apparatus 
is  at  hand. 

Insufflation  to  cause  expansion  of  the  child’s  lungs 
may  also  be  tried. 

The  limbs  should  be  rubbed  with  gentle  pressure 
upwards,  in  order  to  promote  the  circulation  by  propelling 
the  venous  blood  towards  the  heart. 

Mode  of  j)erforming  Artificial  Respiration. 

The  most  efficient  means  of  resuscitation  is  un- 
doubtedly artificial  respiration,  performed  in  the 
manner  recommended  by  the  late  Dr.  Sylvester.  Hold 
the  child  up  by  the  feet  so  as  to  clear  the  fauces  of 
mucus  or  other  fluids,  and  then,  placing  it  on  its 
back  with  a small  pillow  under  the  lumbar  region, 
raise  the  extended  arms  above  the  head,  and  after 
an  interval  press  them  down  against  the  sides  of  the 
chest.  This  should  be  repeated  about  twenty  times 
a minute.  The  child  may  be  I'epeatedly  douched 
with  hot  and  cold  water  alternately  during  this 
manipulation.  The  movements  should  be  continued 
until  it  breathes  with  regularity,  and  should  not  be 
abandoned  as  hopeless  while  the  least  pulsation  of 
the  heart  is  perceptible. 

SchuUze’s  Method  of  Artificial  Respiration  (Figs.  19 

and  20). 

The  physician  grasps  the  child  by  the  shoulders, 
its  back  being  towards  him,  with  his  thumbs  placed 
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ovei'  its  slioulclers  aucl  the  first  and  second  fingers  of 
each  hand  under  the  arm-pits,  the  remaining  fingers 
being  extended  downwards  along  the  child’s  bade. 


Fia.  19. 


(Sketched  from  life  by  H.  D.  V.) 


The  child  is  then  allowed  to  hang  at  the  full 
extent  of  his  arms  in  such  a position  that  its  body 
is  between  the  horizontal  and  vertical,  with  the  head 
and  legs  fully  extended  and  the  back  hollowed. 


First 

position. 
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He  then  swings  the  cliild  upwards  with  his  arms 
straight  until  it  is  at  about  the  level  of  his  face, 


when  he  flexes  his  anus  and  checks  the  movement 
of  the  child’s  body. 
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The  child’s  thighs  and  legs  continuing  the  circle  in  second 
which  they  were  moving  become  flexed  on,  and  com-  1’°®**''°"; 
press,  the  abdomen,  and  the  head  becomes  flexed  upon 
the  chest.  He  then  extends  his  arms  and  swings  the 
child  back  to  the  completely  extended  downward 
position  at  the  full  length  of  his  anus.  This  is 
repeated  about  eighteen  or  twenty  times  in  a minute. 

The  disadvantage  of  this  procedure  is  that  in  cases 
of  white  asphyxia  it  precludes  the  use  of  the  hot  bath, 
which  Sylvester’s  method  does  not  do,  and  also  leads 
to  the  chilling  of  the  child.  It  has  the  advantage  of 
rapidly  clearing  the  air-passa^s  of  mucus  and  fluid, 
and  so  might  be  used  for  a few  times  before  com- 
mencing Sylvester’s  method.  In  blue  asphyxia  it  is 
seldom  necessary  to  make  use  of  it. 

Thei’e  is  another  method  of  performing  artificial  respira- 
tion which  was  invariably  used  at  one  time,  and  is  still 
preferred  by  many. 

It  consists  in  inflation  of  the  lungs  by  means  of  a proper 
tube  ; or,  in  default  of  it,  a quill  or  piece  of  tobacco-pipe. 

If  the  tube  is  used,  it  should  be  inserted  into  the  larynx. 

To  do  this  the  forefinger  of  the  left  hand  should  be  passed 
over  the  root  of  the  tongue  until  it  reaches  the  epiglottis. 

The  end  of  the  tube  is  then  to  be  passed  between  the  tip  of  the 
finger  and  the  posterior  surface  of  the  epiglottis,  and  intro- 
duced into  the  rima  glottidis.  If  a quill  or  tobacco-pipe 
are  used  the  child’s  lips  are  pressed  around  the  tube  and 
its  nostrils  closed  ; at  the  same  time  the  larynx  is  pressed 
backwards,  so  as  to  shut  the  cesophagus.  The  lungs  are 
then  inflated  by  alternately  blowing  into  the  mouth  and 
depressing  the  ribs  with  the  hand.  Care  should  be  taken 
not  to  inflate  too  forcibly  for  fear  of  rupturing  some  of  the 
pulmonary  air-cells.  Having  tried  both  these  methods,  the 
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author  prefers  Dr.  Sylvester’s,  hoth  because  it  has  proved,  in 
liis  hands,  more  efficacious,  and  because  it  more  nearlj’ 
imitates  the  natural  respiratory  movements,  and  is,  there- 
fore, less  likely  to  injure  the  delicate  tissue  of  an  infant’s 
lung.  But  in  any  case,  when  Dr.  Sylvester’s  plan  fails,  he 
would  advise  a trial  of  the  second  method. 

It  is  sometimes  necessary  to  continue  artificial  respiration 
for  at  least  an  hour  and  a half. 

The  cold  and  hot  water  used  for  sprinkling  the  child 
should  bo  respectively  of  the  temperature  of  about  60’  and 
100’  F. 

Post-Partum  Hmmorrhage  or  “ Flooding." 

The  flow  of  blood  which  usually  accompanies  the 
separation  of  the  placenta  may  be  so  excessive  as  to 
produce  marked  constitutional  symptoms.  It  is  then 
called  post-partum  hsemorrhage,  because  it  follows 
the  birth  of  the  child.  The  haemorrhage  is  always 
occasioned  by  uterine  inei’tia,  and,  if  profuse,  may 
cause  pallor  of  the  lips  and  face,  weak,  fluttering 
pulse,  faintness,  sighing  respiration,  dimness  of  sight, 
jactitation,  convulsions  and  death. 

Post-partum  hsemorrhage  is  always  a dangerous  and 
alarming  accident,  requiring  prompt  and  vigorous  treat- 
ment, and  in  the  majority  of  cases  can  be  prevented  by 
careful  attention  [to  the  management  of  the  second  and 
third  stages  of  labour.  With  regard  to  the  second  stage, 
it  should  never  be  allowed  to  be  p>rotracted  to  such  an 
extent  as  to  exhaust  the  power  of  the  uterus ; if  delivery  is 
hastened  by  artificial  meansit  should  not  be  hurried,  but  com- 
pleted is  such  a way  as  to  resemble  as  nearly  as  possible  the 
termination  of  a normal  healthy  labour.  The  artificial  aid 
should  simirlate,  assist,  and  not  replace  the  natural  efforts, 
the  whole  process  being  controlled  and  guided  rather  than 
compelled  to  take  a certain  course.  As  regards  the  third 
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stage,  this  also  must  be  controlled  and  guided,  the  fundus 
uteri  not  being  allowed  to  escape  from  the  controlling 
abdominal  hand  until  the  lapse  of  at  least  half  an  hour 
after  the  birth  of  the  placenta ; the  uterus  being  brought 
into  a position  of  anteversion  and  the  hand  pressed  down 
rather  behind  the  fundus,  so  that  the  whole  organ  is  under 
its  control.  Efforts  to  deliver  the  placenta  must  not  be 
made  in  the  absence  of  uterine  contraction,  and  a good 
period  of  rest  allowed  after  the  delivery  of  the  child  before 
any  attempt  to  deliver  the  placenta  is  made. 

Every  student  who  attends  midwifery  should  know  how 
to  meet  such  cases  when  they  occur.  Dr.  Gooch  has  well 
remarked,  “ In  these  cases  you  would  give  anything  for  a 
consultation,  but  there  is  no  time  for  it : the  life  of  the 
patient  depends  on  the  man  who  is  on  the  spot;  he  must 
stand  to  his  gun  and  trust  to  his  own  resources.  A pi-acti- 
tioner  who  is  not  fully  competent  to  undertake  these  cases 
of  haemorrhage  can  never  conscientiously  cross  the  thres- 
hold of  a lying-in  chamber.” 

In  most  cases  of  post-partum  haemorrhage  an  unnatural 
rapidity  and  jerking  of  the  pulse  may  be  noticed  before  the 
actual  occurrence  of  flooding.  Dr.  Churchill,  in  his  ‘ Theory 
and  Practice  of  Midwifery,’  has  made  some  valuable  remarks 
on  this  point.  He  says,  “ In  almost  all  the  cases  of  flooding 
after  labour,  when  I have  had  an  opportunity  of  examining 
the  pulse,  up  to  the  time  of  the  occurrence,  I have  found  it 
remain  quick  and  perhaps  full,  instead  of  sinking  after 
delivery.  This  has  been  so  marked  in  several  cases  that  I 
now  never  leave  a patient  so  long  as  this  peculiarity 
remains  ; and  in  more  than  one  instance  I believe  the  patient 
has  owed  her  safety  to  this  precaution.  Three  cases  occurred 
within  a very  short  time  of  each  other  in  which  I noticed  this 
undue  quickness  of  the  pulse,  without  any  other  untoward 
symptom ; at  that  time  there  was  no  excessive  discharge, 
and  the  uterus  was  well  contracted.  In  all  these  alarming 
hiemorrhage  occurred  within  an  hour  and  was  with  difficulty 
arrested.” 
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SymptoniB  of  Post-jiartum  Hxmorrha^e. 

In  most  cases  of  post-pai’tum  liasmorrhage  the 
flooding  is  sufficiently  obvious,  both  to  the  woman 
and  her  attendants,  for  the  blood  will  gush  forth 
up^  the  bed-clothes  and  mattress  until  they  are 
satOTiked,  and  then  run  in  a full  stream  on  the  floor. 
The  uterus  will  be  felt  to  be  in  a relaxed  and  flabby 
condition,  so  that  you  can  scarcely  define  its  limits ; 
or,  if  it  contract  and  harden  for  a few  seconds,  it  will 
speedily  return  to  its  former  state. 

In  all  cases  where  there  is  any  reason  to  apprehend 
haemorrhage,  the  pulse  should  be  frequently  felt,  and  the 
uterus  kept  constantly  under  the  control  of  the  hand  on  the 
abdomen.  The  patient  should  be  asked  whether  she  feels 
any  discharge  running  from  her,  and  the  napkins  should  be 
frequently  removed  and  inspected. 

Treatment  of  Post-imrtum  Ilxmorrhage. 

In  treating  post-partum  hsemorrhage  the  chief 
indication  is  to  produce  uterine  contmction.  For 
this  purpose  grasp  the  uterus  firmly  with  one  or 
both  hands  and  keep  up  the  pressure  for  a consider- 
able period.  This,  in  the  majority  of  instances,  will 
prove  sufficient,  but  in  those  cases  in  which  a sudden 
rush  of  blood  takes  place  as  though  a '•  bung  had 
been  taken  out  of  a cask,”  probably  the  l>est  method 
is  to  at  once  introduce  the  closed  fist  into  the  uterus 
and  compress  the  placental  site  against  it.  This 
will  usually  set  up  also  powerful  uterine  action,  which 
can  be  aided  by  giving  a hot  intra-uterine  douche. 
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The  latter  must,  of  course,  be  prepared  by  an  assistant. 
If  the  uterus  shows  signs  of  relaxation  on  withdrawing 
the  hand  the  aorta  should  be  compressed  with  the 
external  hand  by  pressing  its  ulnar  edge  on  to  the 
spine  just  above  the  bifurcation  of  the  vessel.  Mean- 
while a full  dose  of  ergot  or  a hypodermic  injection 
of  ergotin  should  be  given.  [If  an  ounce  of  vinegar 
(previously  boiled)  is  added  to  the  douche  fluid,  it 
will  materially  aid  in  promoting  contraction.] 

In  cases  of  less  severity  bimanual  compression  of 
the  uterus  may  be  used ; the  closed  fist  is  introduced 
into  the  vagina  and  the  uterus  pi’essed  firmly  doAvn- 
wards  and  forwards  on  to  the  closed  fist  and  sym- 
physis pubis.  It  must  be  understood,  however,  that 
the  introduction  of  the  hand  either  into  the  uterus 
or  vagina  should  be  avoided  unless  it  has  been 
rendered  aseptic,  and  in  order  to  insure  this  as  soon 
as  the  child  has  been  delivered  the  hand  not  engaged 
in  controlling  the  fundus  through  the  abdominal 
wall  should  be  immersed  in  a bowl  of  fresh  anti- 
septic solution  so  as  to  be  in  readiness  in  case  of 
necessity.  Keep  the  woman’s  head  low  by  taking 
away  the  pillows,  and  remove  all  the  clothes,  except 
a sheet,  from  the  loAver  part  of  her  body.  Give  a 
full  dose  of  ergot  immediately.  [This  may  be  fol- 
lowed in  a quarter  of  an  hour  by  a table-spoonful  of 
oil  of  turpentine.]  If  there  be  much  tendency  to 
syncope  give  stimulants,  such  as  brandy,  ether,  or 
sal  volatile.  Lower  the  head  and  raise  the  foot  of 
the  bed  by  lifting  it  and  pushing  a small  table  under 


108 


CASES  NOT  USUALLY 


its  end,  or  place  tlie  patient  in  tlie  Trendelenljerg 
position  by  putting  a cliair  upside  down  on  the  Wi 
and  placing  her  knees  over  the  bottoin  bar.  This, 
however,  means  moving  the  patient,  and  occupies  a 
certain  amount  of  time  during  which  the  control  of 
the  uterus  may  be  lost.  Do  not  leave  the  woman  for 
at  least  three  hours  after  the  birth  of  the  child,  nor 
until  the  uterus  remains  w’ell  contracted.  Before 
leaving  give  an  opiate  to  tranquilise  the  nervous 
system,  and  apply  a binder  firmly  round  the  alxlomen. 

A drachm  of  ergot  may  be  given  at  once  in  these  eases.  If 
the  woman  be  a multipara  who  has  previously  suffered  from 
post-partum  hsemorrhage,  it  is  an  excellent  plan  to  give 
small  doses  of  ergot  and  strychnine  during  the  last  fortnight 


or  three  weeks  of  pregnancy,  e.g.  : 

{1.  Ergotin 

• gr.  i 

Liq.  strych 

. iniij 

Syr.  aurant 

• 5j 

Aq.  ad 

. 3SS 

Three  times  daily  before  meals. 

Haemorrhage  may  be  thus  entirely  prevented. 

The  oil  of  turpentine  may  be  given  with  an  equal  propor- 
tion of  milk. 

If  the  uterus  do  not  contract  when  grasped,  it  may  be 
pressed  and  kneaded  by  the  hands  in  various  ways,  or 
friction  may  be  made  on  its  surface  through  the  loose 
abdominal  parietes. 

A table-spoonful  of  brandy  or  a teaspoonful  of  sal  volatile 
may  be  given  at  a time.  The  sal  volatile  may  be  given 
either  in  milk  or  water. 

The  dose  of  opium  given  should  be  about  >nxxx  of  the 
tincture. 

The  student  should  send  for  assistance  without  delay  in 
every  case  in  which  post  - partum  haemorrhage  occurs. 
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whether  severe  or  not,  because  an  apparently  slight  case 
may  become  a severe  one,  and  in  a severe  case  assistance 
will  usually  be  too  late  if  only  sought  for  when  the  sym- 
ptoms become  urgent. 

There  are  several  other  methods  of  inducing  uterine  con- 
traction in  case  the  above  expedients  do  not  answer.  Some 
of  them,  however,  reqxiire  much  skill,  and  would  be  attended 
with  considerable  risk  in  the  hands  of  an  inexperienced 
student.  One  of  the  safest  and  simplest  is  the  cold  douche. 
As  Dr.  Marshall  Hall  has  show’n,  it  is  a very  powerful  means 
of  exciting  reflex  uterine  contraction.  The  abdomen  being 
uncovered,  a stream  of  cold  \vater  is  to  be  poured  upon  the 
hypogastrium  from  a considerable  height  by  means  of  a 
jug.  This  plan,  however,  has  the  disadvantage  of  chilling 
the  patient  and  increasing  the  symptoms  of  collapse  already 
produced  by  the  haemoiThage. 

Injections  of  cold  \vater  into  the  rectum  will  frequently 
succeed  in  arresting  uterine  hsemorrhage.  The  application  of 
the  child  to  the  breast  is  another  safe  and  simple  remedy 
and  has  been  strongly  recommended  by  Dr.  Eigby.  A con- 
traction of  the  uterus  is  produced  from  the  sympathy 
between  that  organ  and  the  mamma.  This  expedient  is 
well  worthy  of  a trial  in  all  cases  of  flooding  after  labour. 

Compression  of  the  abdominal  aorta  has  been  resorted  to 
with  success. 

This  is  carried  out  by  laying  the  ulnar  edge  of  the  hand 
across  the  spine  just  below  the  umbilicus,  feeling  for  the 
pulsating  aorta,  and  pressing  sufficiently  firmly  to  stop  the 
pulsation  below.  Mombiu'g  has  suggested  a means  of 
effecting  this  by  passing  a strong  rubber  tourniquet  around 
the  waist,  the  patient’s  hips  being  elevated,  and  tightening 
the  tourniquet  until  the  flow  of  blood  is  stopped. 

The  next  class  of  remedies  to  be  mentioned  act  directly 
upon  the  inner  surface  of  the  uterus,  but  their  employment 
is  somewhat  risky  in  inexperienced  hands. 

The  first  of  these,  the  introduction  of  the  hand  into  the 
uterus,  will  sometimes  excite  that  organ  to  contract  when 
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other  means  fail.  Wlien  the  hand  is  in  the  uterus,  the 
bleeding  vessels  may  be  compressed  between  the  knuckles 
of  that  hand  and  the  palm  of  the  other,  placed  on  the 
outside  of  the  abdomen. 

It  is  hardly  necessary  to  add  that  the  hand  thus  intro- 
duced should  have  lx;en  previously  rendered  aw^ptic,  as 
it  is  attended  with  risk  of  septic  infection.  (See  Appendix 
to  Preface,  p.  x et  seq.) 

Injections  into  the  uterine  cavity  are  powerful  reme^es, 
but  require  considerable  care  to  insure  safety. 

Injections  of  cold  or  hot  water  will  excite  the  uterus  to 
strong  reflex  action. 

When  the  patient  is  flushed,  and  the  pulse  Ixiunding,  an 
injection  of  iced  water,  as  recommended  Ijj’  Dr.  Tyler  Smith, 
is  a ijowerful  haemostatic. 

When,  however,  the  patient  is  already  cold,  collapsed, 
and  exhausted,  the  injection  of  hot  water  into  the  uterus 
(which  was  first  introduced  into  this  country  by  Dr.  Atthill, 
of  Dublin)  is  far  preferable.  The  water  should  be  not  less 
than  110^  F.  in  temperature. 

In  the  discussion  at  Nottingham,  JuU’,  1892,  on  post- 
partum haemorrhage.  Dr.  Herman  made  the  following 
judicious  remark : “ Water  in  which  the  accoucheur  can 
bear  to  immerse  his  hand  will  not  injure  the  tissues, although 
it  may  be  a little  hotter  than  the  patient  likes.  There  is, 
therefore,  no  need  to  lose  time  in  taking  the  temperature 
of  the  water ; the  accoucheur’s  hand  (not  finger)  is  sensitive 
enough.” 

Lastly,  women  have  been  saved  when  in  imminent  danger 
of  death  from  hasmorrhage  bj'  the  operation  of  transfusion 
of  saline  solution  made  by  boiling  water  in  which  common 
salt  has  been  dissolved  either  directly  into  a vein  or  into 
the  cellular  tissue  beneath  the  breasts. 

The  injection  of  saline  solution  into  the  rectum  in  quan- 
tities of  not  more  than  half  a pint  at  a time  and  allowing 
suflicient  interval  for  its  absorption  is  also  valuable,  espe- 
cially in  the  treatment  of  the  after-effects  of  haemorrhage 
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after  the  flow  of  blood  has  been  stopped.  The  operation 
of  direct  transfusion,  which  consists  in  abstracting  blood 
from  the  vein  of  a healthy  person  and  injecting  it  into 
the  vein  of  the  patient,  should  not  be  attempted  without  a 
consiUtation,  as  not  only  this  but  some  of  the  procedures 
before  mentioned  are  not  devoid  of  risk. 

Internal  Hxmorrhage  —Diagnosis. 

lu  some  instances,  which  are  not  very  common, 
there  is  no  external  hoeinorrhage,  but  the  bleeding 
takes  place  internally  into  the  cavity  of  the  uterus. 
The  usual  symptoms  of  hsemon-hage  appear,  but 
without  discharge  of  blood.  The  uterus  swells,  and 
becomes  almost  as  large  as  if  it  contained  a second 
child ; but  at  the  same  time#feels  soft  and  doughy, 
and  not  firm  and  hard  like  a uterus  containing  a 
child.  On  examining  you  find  its  cavity  filled  with 
fluid  blood  and  coasrula. 

In  internal  haemorrhage  the  os  uteri  is  closed  by  the 
detached  placenta,  by  a coagulum,  or  by  a circular  constric- 
tion of  its  fibres,  etc. 

Treatment  of  Internal  HiemorrJiage. 

In  internal  haemorrhage,  the  first  indication  is  to 
facilitate  the  flow  of  blood  through  the  os  uteri,  and 
the  next  to  insure  uterine  contraction.  To  accom- 
plish the  first,  introduce  your  hand  into  the  uterus, 
and  remove  the  detached  placenta,  or  "any  large 
coagula  which  may  obstruct  the  opening  of  the  os. 

Then  use  the  means  for  producing  uterine  contrac- 
tion which  have  been  described  above. 
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In  all  Ciises  of  post-partuin  haernorrliage  the  placenta 
should  be  removed  when  detached,  whether  it  be  in  the 
uterus  or  vagina. 

When  the  woman  is  in  the  ordinary  position  the  left  hand 
will  be  found  the  most  convenient  for  introduction  into  the 
uterus,  because  it  is  better  adapted  to  the  curve  of  the 
sacrum. 

Those  clots  only  ought  to  be  removed  which  are  detached, 
and  in  the  lower  part  of  the  uterus.  'ITie  removal  of  clots 
which  are  adherent  to  the  uterine  parietes  would  be  very 
likely  to  cause  a great  increase  of  flooding. 


After -i)ains. 

Women,  after  delivery,  are  liable  to  painful  con- 
tractions of  the  uterus,  which  are  called  “ after- 
pains.”  These  are  very  common  in  multiparae,  but 
comparatively  rare  in  primiparae.  They  come  on 
immediately  after  the  expulsion  of  the  placenta,  and 
may  continue  for  many  houi's,  or  even  for  one  or 
two  days.  They  recur  at  intervals,  like  lalx)ur  pains, 
and  often  serve  to  expel  coagula  and  other  matters 
from  the  uterus. 

Although  after-pains  occasion  much  suffering,  they 
seldom  give  rise  to  any  fevei',  or  abdominal  tenderness. 
The  woman  feels  quite  easy  between  each  pain.  The  suf- 
fering produced  by  them  is  borne  with  much  impatience, 
from  a belief  that  they  do  no  good.  This  idea  is  not  strictly 
correct,  as  .they  are  frequently  caused  bj’  efforts  which  the 
uterus  makes  to  get  rid  of  clots,  or  portions  of  membrane 
remaining  in  its  cavity.  Nevertheless,  it  is  certain  that  in 
some  of  the  worst  cases  of  after-pains  no  such  cause  can  be 
detected. 


REQUIRING  A CONSULTATION. 


113 


Treatment  of  After-pains. 

As  a general  rule,  after-pains  should  not  be 
checked  in  any  way  for  at  least  six  hours  after 
delivery  ; if  by  that  time  they  continue  with  un- 
abated severity,  and  seem  likely  to  prevent  sleep, 
you  should  give  an  opiate,  and  this  may  be  repeated 
every  six  hours  if  necessary.  Warm  fomentations 
to  the  abdomen  are  also  of  service. 

Persistent  after-pains  should  always  l>e  regarded 
as  indicative  of  retention  of  membrane  or  clot  in 
the  cavity  of  the  uterus.  It  will  be  found  that  the 
routine  administration  of  ergot  after  delivery,  by 
promoting  and  maintaining  uterine  conti'actions  and 
so  preventing  the  formation  of  clot  in  the  uterus, 
will  often  prevent,  or  at  any  I'ate  much  diminish,  the 
frequency  of  occurrence,  of  after-pains. 

Should  the  uterus  feel  larger  and  harder  than  usual, 
there  is  in  all  probability  something  within  its  cavity 
which  it  is  endeavouring  to  throw  off.  An  examination 
may  therefore  be  made,  and  if  any  clot  or  portion  of  mem- 
brane be  detected  by  the  finger,  it  should  be  removed. 
Purgative  enemata  are  of  much  service  in  promoting  the 
expulsion  of  clots. 

In  order  to  check  after-pains,  ii\xv  of  tinct.  opii  may  be 
given  at  a time  with  5j  mist,  camph. 

The  most  convenient  kind  of  warm  fomentation  is  the 
application  of  large  fiannels  wrung  out  of  hot  water. 
These  should  be  covered  over  with  diy  flannel,  or  what  is 
better,  a piece  of  oiled  silk. 

Shock  after  Delivery. 

Some  women  show  symptoms  of  severe  shock  after 
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delivery.  Tliey  ajjpear  mucdi  exliausted,  aud  are 
liable  to  attacks  of  syncoixi,  the  pulse  Ijecomes  very 
small,  weak  and  compressible  and  often  very  rapid. 
There  is  often  severe  headache,  and  much  intfjlerance 
of  light  and  sound.  The  pulse  is  soft  and  compres- 
sible ; sometimes  slower,  but  much  more  frerjuently 
faster  than  usual.  The  countenance  is  pale  and 
anxious,  the  tongue  moist  and  tfderably  clean,  the 
skin  soft  and  perspirable.  This  condition  is  very 
apt  to  supervene  in  cases  in  which  there  has  been 
htemon-hage,  but  not  infrequently  occurs  quite  apart 
from  this.  It  is  precisely  the  same  as  the  shock 
which  occurs  after  severe  injuries  or  operations,  and 
is  liable  to  be  much  aggravated  or  may  be  caused 
primarily  by  intra-uterine  manipulation. 

When  the  headache  depends  upon  constipation  or  dis- 
ordered bowels  the  tongue  will  be  coated  with  fur,  and 
very  probably  red  at  its  tip  and  edges. 

Should  it  depend  upon  any  inflammatory  affection  of  the 
abdominal  organs,  the  secretions  of  milk  and  lochia  will  be 
checked. 

Should  there  be  much  tendency  to  syncope,  a stetho- 
scojjic  examination  of  the  heart  should  be  made,  to  ascer- 
tain whether  there  is  any  organic  disease  of  that  organ. 

Treatment  of  Shock. 

When  there  is  severe  shock  after  delivery  the  same 
treatment  is  called  for  that  would  be  carried  out 
in  a case  of  surgical  shock.  The  patient  should 
be  placed  in  the  Treudelenberg  position,  or  the  foot 
of  the  bed  raised,  if  possible,  to  an  angle  approaching 
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45° ; a large  firm  pad  should  then  be  placed  on  the 
abdomen,  but  above  the  uterus  and  not  over  it,  in 
such  a way  that  its  pressure  will  keep  the  uterus  in 
a position  of  acute  ante-version,  and  a bandage,  or 
binder,  pulled  as  tight  as  possible,  applied  over  the 
pad.  Hypodermic  injections  of  ether  or  brandy  and 
strychnine  may  be  given,  and  saline  solution  trans- 
fused into  the  cellular  tissue;  the  addition  of  a 
solution  of  adrenalin  to  this  in  the  projiortion  of 
1-10,000  will  be  found  extremely  beneficial. 

When  the  more  acute  symptoms  have  passed  off 
and  the  patient  is  in  a condition  to  take  fluid  by  the 
mouth,  an  opiate  combined  with  a diffusible  stimu- 
lant may  be  given  and  repeated,  if  necessary,  in 
smaller  doses  every  four  hours.  The  most  perfect 
repose  should  be  enjoined.  The  head  should  be 
placed  lower  than  usual  and  the  horizontal  posture 
strictly  maintained.  The  hypodermic  injection  of 
i to  1 c.c.  (5  to  15  minims  roughly)  of  a 20  per  cent, 
solution  of  pituitary  extract  will  be  found  a valuable 
remedy,  as  it  not  only  increases  the  blood-pressure, 
but  in  addition  causes  powerful  uterine  contraction. 

The  following  draught  will  answer  the  purpose  very 
well : 

|jt  Liq.  morphite  hydrochlor.,  inxv. 

Spt.  amnion,  foetid.,  5ss. 

Mist,  camph.  ad.,  ^iss. 

M.  ft.  haustus  statim  sumend. 

Sleeplessness  after  Delivery. 

Women  of  a nervous,  excitable  temperament  are 
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soinetiinos  Iroublwl  witli  insomuia,  or  sler^plessiuiss, 
al'fur  delivery.  This  requires  ab.solute  reposti  and 
quiet;  tea  and  cofl’ee  sliould  be  forljidden,  and  an 
o])iate  or  a dose  of  liydratfj  of  cldoral  a/luiinistered  ; 
or,  in  slight  cases,  bromide  of  potassium  or  ammo- 
nium. 

The  following  will  bo  found  to  be  <a  good  form  of  opiate  : 
p,  Liq.  inorpliia?  acf;t.,  ntxxx. 

Spt.  chloroform,  >nxx. 

Aq.  camph.,  Jiss. 

M.  ft.  haust.  bora  somni  Burnend. 

Hydrate  of  chloral  is  often  a more  effectual  remedj'  for 
insomnia  than  opium,  and  does  not,  like  opium,  leave  un- 
pleasant after-effects. 

It  may  bo  given  as  recommended  in  Part  II. 

The  bromides  may  be  thus  administered : 
lit  Potassi  bromid.,  gr.  x. 

Ammonii  brom.,  gr.  v. 

Spt.  chloroform,  mx. 

Aq.  camph.,  giss. 

M.  ft.  haust.  hora  somni  sumend. 

Retention  of  Urine  after  Delivery — its  Treatment. 

Eeteution  of  urine  is  sometimes  a consequence  of 
a tedious  labour,  and  arises  from  swelling  of  the 
vaginal  orifice  and  meatus  urinarius,  together  with 
some  loss  of  power  in  the  bladder.  You  may  first  try 
the  effect  of  sponging  with  hot  water  or  the  applica- 
tion of  warm  fomentations  to,  the  vulva  ; if  these 
do  not  produce  the  desired  effect  you  must  use  the 
catheter.  If  the  inability  to  pass  water  continue, 
tonics,  and  diuretics,  should  be  given. 
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The  following  mixture  may  be  administered  in  those 
cases : 

p.  Tinct.  ferri  perchlor., 

Spt.  EBth.  nit.,  aa  jj. 

Aquam  ad,  5viij. 

M.  capt.  sextain  part,  ter  die. 

Sometimes  when  the  patient  has  been  weakened  by  tedious 
labour  or  flooding  there  will  be  inability  to  pass  water  so 
long  as  she  remains  in  the  supine  position,  but  a slight 
change  of  position,  such  as  elevating  the  shouldei's  (if  not 
otherwise  improper),  or  turning  on  tlie  elbows  and  knees, 
will  suffice  to  overcome  the  difficulty. 

The  routine  examination  of  the  abdomen  by  palpation 
during  the  first^ew  days  following  delivery  will  often  lead  to 
the  detection  of  a distended  bladder,  from  which,  in  cases 
in  which  the  distension  is  marked,  the  urine  dribbles  away 
at  intervals  without  lelieving  the  distension.  This  dribbling 
may  deceive  the  nurse  into  thinking  that  the  bladder  is 
being  properly  emptied,  so  her  statements  to  that  effect 
should  be  received  with  caution. 

Incontinence  of  Urine  after  Delivery — Treatment. 

lucoutiueuce  of  uriue  is  occcasioually  a result  of 
tedious  labour,  aud  is  caused  by  temporary  paralysis 
of  the  sphiucter  vesiese  from  loug-coutiuued  pressure. 
If  the  power  of  retaining  the  urine  be  not  recovered 
in  a few  days  preparations  of  iron  or  other  tonics 
should  be  given. 

The  following  formula  is  a suitable  one : 

It  Tra;.  cantharidis, 

Tr.  feia-i  perchlor.,  aa  5j. 

Syrupi,  5ij. 

Aqua;,  Jviiss. 

M.  sumat.  sextam  partem  ter  die. 
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Slioiild  this  fail  tlie  following  mixture  may  be  had  recourse 
to ; 

^ Jjiquor  strychnia',  mxxx. 

Isyruid,  5ij. 

Tr.  ferri  perchlor.,  jij. 

Aquaj,  5iis8. 

M.  capt.  sextam  part(;m  bis  die. 

The  author  has  found  this  mixture  of  the  greatest  service 
both  in  retention  and  incontinence  of  urine  arising  from  loss 
of  power  in  the  bladder  after  delivery. 

Incontinence  of  urine  sometimes  arises  from  sloughing  of 
the  base  of  the  bladder  after  very  severe  labour.  Incon- 
tinence from  this  cause  does  not  come  on  immediately  after 
delivery,  and  is  generally  preceded  by  much  local  pain, 
tenderness,  and  fcetid  discharge,  accompanied  with  con- 
siderable fever  and  constitutional  disturbance.  When  such 
symptoms  are  present  the  student  should  request  a con- 
sultation. 

Deficiency  of  Lochial  Discharge — its  Treatment. 

The  lochial  discharge  may  be  deficient  in  quantity, 
or  may  entirely  disappear  within  two  or  three  days 
after  delivery.  This  is  not  unusual  after  the  birth  of 
stillborn  children  and  need  occasion  no  alarm,  pro- 
vided it  is  unaccompanied  with  febrile  symptoms. 
No  treatment  is  necessary. 

Suppression  of  the  lochia  is  said  to  be  one  of  the  symptoms 
of  puerperal  fever,  but  is  then  an  effect  rather  than  a 
cause  of  constitutional  disturbance. 

Excessive  Lochial  Discharge — its  Treatment. 

In  other  cases  the  lochia  may  be  excessive  in 
quantity,  or  may  last  beyond  the  usual  time,  pro- 
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duciug  much  debility.  The  proper  treatment  is  to 
enjoin  rest  and  to  give  tonics,  such  as  quinine  and 
iron.  In  some  cases  ergot  of  rye  is  of  great  service  ; 
in  others,  astringent  injections  are  of  much  use. 

Sulphate  of  quinine  may  bo  given  in  2-gr.  doses  with 
mx  of  acid,  hydrobrom  dil.  to  each  dose.  Of  the  prepara- 
tions of  iron  the  perchloride  answers  the  best,  and  may  be 
given  in  mx  doses  twice  a day.  Weak  injections  of  sulphate 
of  zinc  and  alum  are  the  most  suitable.  Too  much 
exercise  within  the  first  fortnight  or  three  weeks  after 
delivery  may  cause  the  red  discharge  to  return,  and  even 
put  on  a hsemorrhagic  character  after  having  lost  its 
colour  and  almost  disappeared.  When  this  happens  the 
patient  should  be  kept  perfectly  quiet  in  the  horizontal 
posture,  and  should  take  5 gr.  of  powdered  ergot  of  rye  or 
1 gr.  of  ergotin  either  in  pill  or  combined  with  strychnine 
and  quinine  three  times  a day. 

Offensive  Lochial  Discharge — Treatment. 

lu  other  cases  the  quality  of  the  lochia  is  altered, 
the  colour  being  dark  and  the  odour  very  offensive. 
This  may  depend  upon  the  presence  of  putrid  matter 
in  the  uterus,  such  as  decomposed  portions  of 
placenta,  clots,  etc.  The  vagina  should  be  douched 
two  or  three  times  a day  with  hot  sterilised  water  or 
with  a weak  disinfectant  lotion. 

Putrid  and  decomposing  matters  within  the  uterus  are 
a fertile  source  of  phlegmasia  dolens,  and  puerperal 
fever  (Part  III,  p.  189  et  seq,  and  p.  199).  They  ought^ 
therefore,  to  be  carefuUy  removed.  The  patient  should 
be  directed  to  pass  water  when  resting  on  the  elbows  and 
knees,  as  clots,  etc.,  will  more  readily  come  away  in  this 
position,  because  the  vagina  and  outlet  of  the  pubis  are 


120 


CASES  NOT  USUALLY 


then  directed  downwards.  In  some  cases  it  may  )je  advis- 
alde  to  wash  out  the  internal  surface  of  the  uterus.  Tliis 
is  done  Ijy  means  of  a special  long  inlra-uterine  tulx;, 
several  pattenis  of  which  are  in  use.  The  Ijest  pattern 
is  that  of  Bozemann.  'J'he  tube  should  be  of  the  largest 
diameter  which  will  easily  enter  the  os  uteri  and  should 
have  a well-marked  double  curve.  It  has  a double  channel, 
the  exterior  channel  being  to  allow  of  the  return  of  the 
fluid.  It  should  be  attached  to  the  rubber  tul>e  of  a douclie 
apijaratuS  and  the  whole  apparatus  boiled  lx;fore  use.  The 
patient  should  either  be  placed  on  her  back  over  a Ijed  bath 
or  on  her  left  side  with  the  buttocks  projecting  over  the 
edge  of  the  bed  -with  a mackintosh  sheet  so  placed  as  to 
guide  the  fluid  into  a pail  or  other  receptjicle.  The 
external  parts  should  be  thoroughly  cleansed  and  the 
hands  sterilised.  'I’he  vagina  is  first  thoroughly  douched 
and  the  tube  then  passed  through  the  os  uteri  up  to  the 
fundus,  on  which  the  disengaged  hand  should  l>e  jjlaced  as 
soon  as  the  tube  is  in  position,  to  control  the  uterus,  ensure 
the  exinilsion  of  the  fluid,  and  indicate  the  amount  of  force 
used  so  as  to  prevent  damage  being  done  to  the  uterus. 

The  following  disinfectant  lotion  may  be  used  : 

Lysol,  5j. 

Aquoe.  callidse  ad.  Oij. 

M.  ft.  lotio. 


Or, 

Or, 


p.  Lotio.  hydrarg.  perchlor.,  l-IOOO. 


Or, 


Solution  of  creolin,  1-200. 


Sterilised  water. 

The  last  should  always  bo  used  after  using  a mercurial 
solution  to  avoid  any  chance  of  part  of  the  lotion  remaining 
in  the  uterus,  and,  being  absorbed,  causing  mercurial 
poisoning. 
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Fio.  21. — Bozeiuann’s  iutra-uteriuc  tube. 
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Secondary  lluemorriuuje — Causes . 

Sccoudary  haemorrhage  is  a sudden  loss  of  blood 
from  the  uterus,  occurring  some  hours  after  delivery, 
or  even  at  any  period  within  the  month.  It  is  most 
usually  caused  by  the  retention  of  a portion  of 
adherent  placenta,  or  of  a large  clot  in  the  uterus  ; 
but  it  may  arise  from  uterine  relaxation,  disturbance 
of  the  circulation  from  over-exertion,  laceration  or 
disease  of  the  uterus,  etc. 

In  all  these  cases  a careful  investigation  should  Ije  mad.e 
to  ascertain,  if  possible,  the  cause  of  the  hasmorrhage.  For 
instance,  the  history  of  the  case  and  the  undue  size  of  the 
uterus  may  lead  to  suspicion  of  retained  portions  of  the 
placenta  or  clots ; to  make  sure  of  this  a careful  vaginal 
examination  should  bo  made. 

Secondary  Hemorrhage — Treatment. 

The  treatment  of  secondary  haemorrhage  must 
depend  very  much  upon  the  cause,  and  as  it  depends 
in  most  cases  upon  the  retention  of  clots,  pieces 
of  placenta,  or  membranes,  or  slight  septic  infection, 
and  will  necessitate  the  exploration  of  the  uterine 
cavity,  further  advice  should  be  sought.  The  foUow- 
ing  remedies  may  be  used  meamvhile. 

pt  Ext.  ergotae  liq.,  5j. 

Aq.  cinnamon  ad.,  Jiij. 

M.  cap.  tertiam  partem  omni  herd. 

Or, 

p,  Ergotini,  gr.  j. 

Tra;.  vibruni  prunifol.,  5j. 

01.  caryophylli,  inj. 

Aq.  ad.,  gss. 

M.  capt.  3SS  ter  quaterve  die. 
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L a cerated  Per i nam  m . 

Slight  lacerations  of  the  periuoeiuu  which  inerel\' 
pass  through  the  thin  anterior  edge  of  the  mucous 
membrane  or  fourchette  are  very  common,  especially 
in  first  labours,  and  give  rise  to  little  or  no  incon- 
venience. But  sometimes  the  laceration  extends 
further,  passing  through  the  whole  substance  of  the 


Fig.  23. — Reversed  Hagedorn  needle. 

perinaeum,  even  as  far  as  the  sphincter  ani.  In  other 
cases,  happily  by  no  means  common,  the  rent  passes 
through  the  sphincter  ani  and  sometimes  even  the 
recto-vaginal  septum,  laying  open  the  vagina  and 
rectum  into  one  passage. 

The  fourchette  is  almost  always  lacerated  in  first  labours, 
without  any  subsequent  inconvenience  being  occasioned. 

A laceration  of  the  perinaeum,  properly  so-called,  seldom 
heals  by  first  intention,  if  unattended  to,  because  the 
wound  is  kept  open  by  the  constant  passage  of  the  dis- 
charges over  it  as  well  as  by  the  action  of  the  sphincter 
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ani.  Wlien  tlie  laceration  exten'ln  ilirougli  Die  recto-vaj^inal 
septiini  the  patient  loses  tlie  jjower  of  retaining  her  faeces, 
which  are  liable  to  come  away  at  any  time  involuntarily. 
Her  after-condition  is  consequently  most  deplorable.  In 
such  a case  it  would  be  well  to  send  for  assistance. 

Lacerated  Per inieu m — Trea t m ent . 

Slight  lacerations  of  the  perinaeum  require  little 
or  no  treatment,  hut,  as  every  laceration  is  a possil4e 
avenue  of  infection,  every  one  which  goesdeejKjr  than 
the  mucous  membrane  should  be  sutured.  It  will 
generally  be  enough  to  keep  the  parts  clean  and  to 
direct  the  woman  to  lie  on  her  side.  When  more 
severe  they  should  be  treated  at  once  so  as  to  ensure, 
if  possible,  union  by  the  first  intention.  The  edges 
of  the  wound  should  be  Ijrought  together  by  three  or 
four  sutures  of  silver  wire  or  silk. 

The  interrupted  suture  is  the  best  for  ordinary  use 
and  silver  wire  or  silk-worm  gut  is  the  best  material  to 
use.  The  best  form  of  needle  is  Hagedom’s  modification 
of  the  old-fashioned  semi-circular  one  (see  Figs.  22  and  23). 
The  following  is  the  most  convenient  mode  of  ox>erating : 
After  the  placenta  has  been  expelled  and  the  uterus  has 
become  well  contracted  place  the  patient  across  the  bed  on 
her  left  side,  with  her  nates  close  to  the  edge  and  oppcisite 
to  the  light  from  a window  or  a candle  placed  on  a chair. 
Let  the  thighs  be  well  flexed  upon  the  bod}*,  with  the  knees 
seijarated  by  a pillow,  and  let  them  be  kept  steadily  in  that 
position  by  the  nurse  or  other  female  attendant,  or  place 
the  patient  on  her  back  across  the  bed  with  her  feet  resting 
on  two  chairs.  After  carefully  washing  and  sterilising  the 
parts,  retract  the  edges  of  the  tear  so  as  to  expose  the 
whole  extent  of  the  raw  surface,  and  entering  the  point  of 
the  needle  about  a quarter  of  an  inch  outside  the  skin  edge 
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carry  it  througli  with  a bold  outward  sweep  so  as  to  ensure 
its  catchinj'  the  lacerated  and  retracted  edge  of  the  levator 
ani  ninsclo  and  make  the  point  emerge  through  the  vaginal 
mucons  membrane ; then  introduce  the  point  through  the 
mucous  membrane  of  the  other  side  of  the  laceration  and 
carry  it  on  with  a second  outward  sweep  until  tlio  point 
emerges  about  a quarter  of  an  inch  from  the  skin  edge  on 
that  side.  The  first  suture  should  be  introduced  imme- 
diately in  fiont  of  the  anus  and  must  include  the  muscular 
structures  of  the  perinwum ; three  sutures  are,  as  a rule,  suffi- 
cient. Make  sure  that  skin,  muscle  .and  mucous  membrane 
are  included  in  each  suture,  that  the  sutures  are  level,  with 
their  points  of  entry  and  exit  opi^osite  to  one  another,  and 
do  not  tie  them  too  tight.  Treated  in  this  way  the  lacera- 
tion invariably  heals  if  aseptic  methods  ai’o  used. 

Prolapsus  Uteri. 

Prolapsus  uteri,  or  “ falliug  do\vu  of  the  womb,” 
is  a very  commou  complaint  amongst  the  poor.  It 
nearly  always  arises  from  getting  up  too  soon  after 
delivery,  before  the  parts  have  had  time  to  recover 
themselves.  When  it  happens  within  the  month,  the 
woman  should  be  kept  in  bed  two  or  three  weeks 
longer  than  usual  and  (if  the  lochia  have  ceased) 
should  use  astringent  injections. 

There  are  various  degrees  of  prolapsus  uteri,  from  the 
slightest  subsidence  within  the  pelvis  to  a complete  apjiear- 
ance  of  the  organ  externally. 

Prolapsus  uteri  is  usually  occasioned  by  some  bearing- 
down  effort  within  a few  days  after  delivery,  when  the 
uterus  is  large  and  heavy  and  all  the  parts  which  surround 
it  and  keep  it  in  its  place  are  relaxed  and  unable  to  supjjort 
its  weight.  It  is  not  at  all  uncommon  to  find  poor  women 
on  the  third  day  after  delivery  sitting  uj),  and  even  attend- 
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inpf  to  tlioir  housoliold  affairs.  Honce  the  frequency  of 
prolapsus  uteri  is  not  to  he  wondered  at. 

Women  who  have  previously  suffered  from  prolapsus 
uteri  have  sometimes  been  cured  by  remaining  in  bed  two 
or  throe  months  after  their  confinement. 

Injections  of  alum,  sulphabj  of  zinc,  acetate  of  lea<l,  etc., 
may  be  used  for  the  treatment  of  prolapsus. 


Paralysie  of  Legs  after  Labour — its  Treatment. 

Paralysis  of  oue  or  both  legs  is  sometimes  met 
■with  after  labour,  and  is  caused  by  pressure  on  the 
sacral  nerves  during  the  second  stage.  There  is  a 
loss  of  power,  and,  frequently  also,  pain  and  numb- 
ness in  the  affected  limb.  These  symptoms  usually 
subside  after  three  or  four  days,  but  in  some  instances 
last  much  longer.  Warm  fomentations  to  the  parts 
may  be  used  and  also  frictions  with  stimulating 
liniments. 

The  following  liniment  is  a suitable  one  for  such  cases : 
p.  Liq.  ammon.,  2j- 
01.  olivse,  3iss. 

01.  terebinth.,  gss. 

M.  ft.  liniment  ter  die  utend. 

This  kind  of  paralysis  is  a purely  local  affection,  arising 
from  the  same  cause  as  cramps  during  labour  (Part  II,  p.  94). 
Occasionally  it  happens  that  a lesion  of  the  spinal  cord 
may  supervene  presenting  the  symptoms  of  anterior  polio- 
myelitis or  spastic  paraplegia ; other  spasmodic  affections 
may  also  be  met  with,  especially  in  those  cases  in  which  a 
nerve-ending  becomes  caught  in  the  cicatrix  of  a lacera- 
tion. 
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How  to  get  rid  of  Secretion  of  Milk. 

Womeu  wlio  have  lost  their  infants,  or  who  from 
any  cause  are  prevented  from  nursing,  are  apt  to 
suffer  much  inconvenience  from  accumulation  of  milk 
in  the  breasts.  You  must  therefore  take  means  to 
relieve  the  distended  breasts,  and  also  to  get  rid  of 
the  secretion  of  milk.  For  this  purpose  a spare,  dry 
diet  should  be  enjoined.  The  bowels  should  be 
moved  every  other  day  by  laxatives,  such  as  castor 
oil,  or  by  saline  purgatives  such  as  Epsom  salts. 
Saline  diaphoretics  and  diuretics  may  also  be  given. 
The  breasts  may  be  gently  rubbed  with  warm  oil. 
If  they  are  much  distended  they  should  be  covered 
with  belladonna  ointment  or  the  uugt.  atropite  of  the 
British  Pharmacopceia,  and  a little  milk  should  be 
drawn  off'  by  means  of  a syringe  or  breast-pump, 
taking  care  to  abstract  only  just  so  much  as  is 
necessary  to  relieve  tension. 

The  following  mixtm’e  may  be  given  : 

51  Vin.  ant.  pot.  tart., 

Spt.  aeth.  nit.,  aa  5ij. 

Liq.  ammon.  acet.,  3j. 

Mist.  camp,  ad  5viij. 

M.  capt.  sextam  part,  ter  die. 

Belladonna  and  atropine  appear  to  have  an  almost  specific 
effect  in  checking  the  secretion  of  milk  and  relieving 
tension  of  the  breast.  The  extract  of  belladonna  should  be 
mixed  with  an  equal  quantity  of  glycerine,  and  applied  in 
a circle  around  the  areola  every  night. 

The  breasts  should  never  be  completely  emptied  of  milk, 
as  this  would  only  stimulate  them  to  increased  secretion. 
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RdrarAed  Ni]>ple8 — their  Treatment. 

Ill  some  women  tlie  nipples  are  retraded,  and  so 
short  tliat  the  child  cannot  seize  them.  In  conse- 
quence of  tliis  malformation  all  its  efforts  to  suck 
are  useless.  Retracted  nipples  should  lie  drawn  out 
by  means  of  a breast-pump  immediately  liefore 
putting  the  child  to  the  breast ; which  ought  to  Ixi 
done  before  they  are  much  distended.  The  use  of  a 
nipple-shield  will  sometimes  enable  the  child  to  get 
at  the  milk. 

Retraction  of  the  nipple  is  produced  hy  various  causes, 
amongst  wliich  may  he  mentioned  piressure  from  articles  of 
dress,  such  as  stays,  etc. 

It  may  bo  caused  also  by  inflammation  set  up  b}-  the 
absurd  and  mischievous  practice  of  pulling  and  squeezing 
the  nipyples  of  newly  born  female  children  in  order  to 
“ break  the  nipipile  strings,”  as  the  phrase  is  among  nurses. 

In  the  absence  of  a’  breast-pump,  nurses  are  in  the  habit 
of  drawing  the  nipples  by  suction  with  the  mouth,  or 
through  a tube  made  for  the  purpose. 

An  older  and  stronger  child  will  sometimes  succeed  when 
a newly  born  infant  has  failed. 

There  is  a common  substitute  for  a breast-pump  which  will 
answer  well  enough  in  many  cases.  A decanter  or  soda- 
water  bottle  is  filled  with  hot  water  and  its  mouth  greased  ; 
the  bottle  is  then  emptied  and  the  nipple  immediatelj’ 
inserted  into  its  mouth.  As  the  air  cools  within  the 
bottle,  a vacuum  is  created  which  causes  the  nipple  to 
project  into  it. 

Sore  Nipples. 

Sore  nipples  are  a frequent  and  distressing  result 
of  repeated  applications  of  the  child  to  the  breasts. 
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The  soreness  depends  upon  the  presence  of  excoria- 
tions, chaps,  fissures,  or  even  deep  idcers  upon  and 
around  the  nipple.  These  usually  appear  in  a few 
days  after  delivery,  and,  if  severe,  cause  great  pain, 
and  sometimes  bleed  freely  dui’ing  lactation. 

The  nipples  are  more  likely  to  become  excoriated  -when 
they  are  retracted,  or  when,  from  any  other  cause,  the 
child  has  much  difficulty  in  seizing  them. 

A thin,  tender  skin,  and  a ivant  of  sebaceous  secretion, 
will  both  predispose  the  nipples  to  excoriation. 

Soreness  of  the  nipples  is  sometimes  caused  by  an 
aphthous  condition  of  the  child’s  mouth. 

Sore  Nipples — their  Treatmeiit. 

You  may  treat  simple  excoriations  of  the  nipples 
by  painting  them  with  tincture  of  catechu,  or  wash- 
ing them  with  weak  lotions  of  alum,  or  sulphate  of 
zinc.  If  the  excoriations  are  limited  to  the  base  of 
the  nipple  or  its  areola,  you  may  cover  them  with  a 
thin  layer  of  collodion.  But  if  there  are  deep 
fissures  or  ulcers,  no  application  is  so  good  as  a 
solution  of  nitrate  of  silver.  In  all  severe  cases 
the  nipple  should  be  protected  during  suckling  by 
means  of  a proper  shield,  but  in  all  cases  the  nipples 
should  be  thoroughly  washed  before  and  after  each 
feed  with  a saturated  solution  of  boracic  acid. 

The  tincture  of  catechu  should  be  undiluted  ; it  may  be 
applied  once  or  twice  a day  by  means  of  a camel’s  hair 
brush. 

The  lotions  of  alum  and  sulphate  of  zinc  may  be  of  the 
strength  of  3j  to  Jvj  of  water.  That  of  the  nitrate  of 
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Rilvor  i'r.  x to  5j  of  roRO-wator ; tliosfj  inaj-  lx;  used  twiw; 
ii  day. 

Jliirnt  alum  and  ung.  hydrary.  nitratis  may  l>e  applied 
in  some  cases. 

As  most  of  these  applications  may  have  an  injurious 
effect  upon  the  child,  the  nippdes  should  be  carefully 
washeil  before  it  is  put  to  the  breast. 


Fio.  2i. 


Collodion  shoiild  not  be  applied  over  the  apex  of  the 
nijjples  so  as  to  obstruct  the  milk-ducts. 

Nipple-shields  are  of  various  kinds,  and  are  made  of 
metal,  wood,  or  glass,  with  a cow’s  teat  adapted  to  them,  or 
an  artificial  teat  consisting  of  wash-leather  or  india-rubl>er. 
The  ordinary  glass  nipple-sliield  is,  as  a rule,  too  narrow, 
and,  if  the  nipple  is  at  all  large,  will  strangulate  it  and  cause 
much  pain  ; it  should  have  sloping  sides  so  that  no  edge  is 
present  to  cause  pressure  upon  the  nipple.  (Fig.  24.)  In 
women  who  have  suffered  from  sore  nipples  after  previous 
confinements,  it  is  a good  plan  to  harden  the  skin  of  the 
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nipples  beforehand  by  wiishing  them  once  a day  with 
brandy  and  watei’,  or  painting  tboiu  ovei’y  otlior  day  with 
tincture  of  catchu. 

Injlammation  of  Breasts — its  Sy)n2)toms. 

The  engorgement  -which  accompanies  the  first 
flow  of  milk  predisposes  the  breasts  to  inflammation, 
and  this  is  easily  excited  by  any  sudden  exposure  to 
cold,  or  mental  emotion.  Iiifiamuiation  also  may 
extend  to  the  breast  from  a sore  nipple.  The  inflam- 
mation is  phlegmonous  in  its  character.  There  is 
local  pain,  soreness,  redness,  and  circumscribed  hard- 
ness. It  is  accompanied  with  febrile  symptoms 
and  temporary  suspension  of  the  secretion  of  milk. 
It  may  terminate  in  resolution  or  in  suppuration. 

The  inflammation  may  involve  only  one  or  two  lobules 
and  be  comparatively  superficial,  or  it  may  affect  the  whole 
breast  and  be  deep-seated.  The  axillary  glands  are  tlien 
hard  and  painful.  When  suppuration  sets  in,  the  in- 
flamed pai-t  softens  in  the  centre,  the  skin  becomes  thin, 
and  the  pus  after  a few  days  escapes.  The  abscess  usually 
points  near  the  nipple ; but  in  persons  of  bad  constitution 
the  matter  may  be  deep-seated,  and  may  burrow  exten- 
sively beneath  the  glandular  structure  of  the  breast. 
After  a long  time  the  abscess  gives  way,  and  a quantity  of 
matter  escapes,  together  with  curdled  milk,  and  sloughs. 
Such  cases,  if  left  to  themselves,  are  extremely  tedious  ; 
and  troublesome  sinuses  are  formed,  which  occasion  great 
impairment  of  the  general  health. 

In  all  cases  the  discharge  of  matter  is  considerable,  and  is 
accompanied,  for  a time,  with  night-sweats  and  other  hectic 
symptoms. 

The  suppuration  not  infrequently  occasions  so  much 
induration  of  the  breast  affected  as  to  destroy  its  function. 
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Tnjlammalion  of  Breasts — its  Treatment . 

Iiiflaininatiou  of  the  breast  should  l>e  treated,  at 
its  conimeucemeut,  by  the  application  of  ten  or  fifteen 
leeches  to  the  part  affected.  The  whole  breast  should 
then  be  covered  with  a hot  fomentation  of  a weak 
antiseptic  or  such  an  astrin^'ent  as  the  liquor  plumbi 
suljacetatis  dilutus  of  the  British  Pharmacopoeia 
c imbined  with  tincture  of  opium.  Saline  purj'atives 
should  be  ^iven,  together  with  tartar-emetic  dia- 
phoretics. As  the  inflammation  may  go  on  to  sup- 
puration you  had  better  request  a consultation. 

A draught  of  sulphate  of  magnesia  and  infusion  of  senna 
is  the  best  purgative  to  administer.  Tartar  emetic  may  be 
given  in  |-gr.  doses,  with  two  or  three  grains  of  nitrate  of 
potash. 

When  the  matter  is  deep  seated  some  tact  is  required, 
both  to  detect  it  and  let  it  out.  Care  should  be  taken  not 
to  cut  across  the  milk-ducts  in  so  doing.  If  sinuses  form, 
they  must  be  laid  open ; or  if  they  run  too  deeply,  they 
must  be  treated  by  stimulant  injections,  and  presstire  with 
straps  of  adhesive  plaster.  . 

In  all  cases  of  inflammation  of  the  breast  there  is  a 
troublesome  feeling  of  weight  and  dragging.  This  may  be 
much  relieved  by  supporting  the  breast  with  a sling  placed 
round  the  neck. 

Milk  Fever — its  Symj^toms. 

The  congestion  and  excitement  of  the  mammarv 
glands  after  labour  may  give  rise  to  a certain  amount 
of  sympathetic  fever.  This  is  called  “ milk  fever,” 
and  generally  sets  in  on  the  third  day,  with  shivering. 
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pain  ill  the  back  and  limbs,  headache,  quick,  full 
pulse,  furred  tongue,  and  feverishness,  followed  by 
profuse  perspii’atious,  after  which  the  febrile  excite- 
ment subsides.  The  breasts  are  swollen,  hard  and 
painful.  There  is  an  absence  of  abdominal  tender- 
ness, and  a copious  seci'etioii  of  milk,  two  features 
which  distinguish  this  complaint  from  more  dan- 
gerous fevers. 

When  the  fever  is  at  its  heiglit  there  is  sometimes  slight 
delirium. 

Milk  fever  is,  cxlerii  paribus,  more  common  in  primipariB 
than  in  multiparai,  and  is  much  more  likely  to  happen  when 
the  application  of  the  child  to  the  breast  has  been  deferred 
too  long. 


Treatment  of  Milk  Fever. 

In  the  treatment  of  milk  fever  the  patient  should 
be  kept  on  low  diet,  and  should  take  aperients  and 
saline  diaphoretics.  The  ordinary  dose  of  castor  oil 
may  be  somewhat  increased,  and  rejieated,  if  neces- 
sary. The  distended  breasts  must  be  relieved  by 
early  and  frequent  applications  of  the  child,  or,  if 
necessary,  by  the  breast-pump. 

The  following  mixture  may  be  given  : 

Vin.  ipecac., 

Spt.  leth.  nit.,  fia  5j. 

Sodae  potassio-tart.  5j. 

Mist,  camph.  ad.  Jviij. 

M.  ft.  mist,  cujus  sumat  sextain  partem  tor  die. 


CAHKH  NOT  USUALI.Y 


1:M. 


Kphoncral  Fever. 

Women,  after  delivery,  are  liable  to  a transil-ory 
fever,  which  has  been  named  ephemeral  fever,  or  (by 
the  Germans)  Weid.  It  may  Ije  brouglit  on  by 
fatigue,  exposure  to  cold,  or  indigestion.  Like  an 
intermittent,  it  has  a cold,  a hot,  and  a sweating 
stage.  The  first  is  characterised  by  shivering,  head- 
ache, and  pains  in  the  back  and  limbs  ; the  second 
by  quick  pulse,  furred  tongue,  and  fever ; and  the 
third  by  profuse  perspirations,  and  cessation  of  fever. 
The  whole  attack  seldom  exceeds  twenty-four,  or  at 
most  forty-eight  hours.  The  bowels  are  usually 
costive,  and  the  milk  and  lochia  diminished  or 
temporarily  suspended.  This  complaint  is  dis- 
tinguished from  puerperal  fever  by  its  paroxysmal 
character,  and  by  the  absence  of  marked  abdominal 
tenderness. 

Ephemeral  fever  most  commonly  attacks  those  whose 
health  is  somewhat  impaired  by  a residence  in  low  marshy 
districts. 


Ephemeral  Fever — ils  Treatment. 

During  the  cold  stage  of  ephemeral  fever  warmth 
should  be  applied  to  the  surface,  and  warm  drinks 
administered.  During  the  hot  stage,  diaphoretics, 
such  as  Dover’s  poAvder,  are  indicated ; and  also 
smart  purges  of  salts  and  senna.  An  emetic  of  gr.  v 
of  ipecacuanha  at  this  stage  will  sometimes  serve 
to  cut  short  the  attack.  After  the  fever  is  over 


RKtiUIKINU  A CONSUL'I'ATIUN. 


l;i,5 

quinine  should  he  given.especiiilly  if  the  attack  seems 
at  all  likely  to  recur. 


Miliari/  Fever. 

Miliary  fever  is  another  affection  occasionally  met 
with  after  delivery.  It  is  characterised  by  an  erup- 
tion of  very  fine  vesicles,  about  the  size  of  a millet- 
seed,  and  denselv  crowded  toifetlier.  It  comes  on 
two  or  three  days  after  labour,  with  rigors,  followed 
by  fever  and  profuse  perspiiution.  There  is  much 
headache,  and  oppression  at  the  praecordia.  The 
tongue  is  furred,  with  the  papillae  red  and  prominent. 
The  lochial  discharge  and  milk  are  scanty.  After  a 
time  the  eruption  comes  out,  having  been  preceded 
by  tingling  of  the  skin  and  copious  perspirations.  It 
subsides  after  two  or  three  days.  This  fever  is  dis- 
tinguished from  others  by  the  peculiar  eruption. 

As  the  eruption  recedes,  the  vesicles  dry  up,  and  the 
cuticle  falls  off  in  branny  scales. 

Miliary  fever  is  most  frequently  met  with  in  patients 
who  have  been  kept  in  close,  ill-ventilated  rooms,  with  a 
large  fire,  and  too  much  bed-clothes  upon  them. 

Miliary  Fever — its  Treatment. 

Ventilation  is  of  great  importance  in  the  treatment 
of  miliary  fever.  The  room  should  be  kept  cool, 
and  some  of  the  bed-clothes  removed  ; at  the  same 
time  every  care  must  be  taken  to  avoid  sudden 
exposure  to  cold.  Cooling  aperients  should  be  given, 
and  afterwards  tonics  and  astringents. 
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'I'liG  following  aperient  ia  a suitable  one  : 

I/  Magnes.  sulph.  ^hh. 

InfuH.  rosa,'  co.  3vj.  M.  cajA. 

Sextain  x>arteni  sexta  quiUjae  bora. 

As  a tonic,  the  following  mixture  : 

I;L  'I'inct.  cinehonai  co.  5iij. 

Acid,  sulph.  dil.  5ss. 

Aquamad  Jvj. 

M.  capt.  Gtarn  part,  bis  die. 

lu  all  those  forms  of  fever,  however,  tlie  student 
should  seek  further  advice,  since  the  distinction 
between  them  and  the  commencement  of  puerperal 
fever  is  by  no  means  easy,  and  the  neglect  txj  treat 
a case  in  which  the  fever  is  due  to  septic  infection, 
which  at  its  commencement  may  l^e  of  quite  a mild 
type,  may  be  attended  with  serious  and  even  fatal 
consequences.  In  cases  of  septic  infection  early 
treatment  is  of  vital  importance,  and  as  the  recog- 
nition of  slight  infection  in  its  early  stages  requires 
much  experience,  the  student  should  leave  nothing 
to  chance. 


Piorulent  Ophthalmia  of  Infants. 

Ophthalmia  neonatorum  is  an  acute  conjunctivitis 
affecting  the  eyes  of  newly  bom  children,  and  is 
generally  due  to  direct  inoculation  with  unhealthy 
vaginal  secretion,  especially  in  women  suffering  from 
gonorrhoea  or  gleet.  It  usually  comes  on  about  three 
days  after  birth,  with  swelling  of  the  eyelids  and  a 
mucous  discharge  from  the  eyes,  which  soon  becomes 
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purulent.  If  ne^lectetl  it  may  lead  to  sloughiuy;  of 
the  coruea  and  bliudness  of  one  or  both  eyes. 

This  disease  is  a frequent  cause  of  blindness,  especially 
amongst  the  children  of  the  poor.  It  is  therefore  of  groat 
importance  that  the  student  should  at  once  bo  able  to 
recognise  and  treat  it. 


Purulent  Ophthalmia — Treatment. 

After  carefully  clearing  away  the  purulent  secre- 
tion from  the  eyes  by  a stream  of  tepid  water,  a 
solution  of  two  grains  of  nitrate  of  silver  to  an  ounce 
of  distilled  water  should  be  dropped  into  them  every 
four  hours.  The  edges  of  the  eyelids  should  be 
anointed  with  simple  ointment  to  prevent  their 
agglutination. 

If  the  disease  be  not  attended  to  at  once  the  eyelids 
may  become  so  swollen  that  it  is  almost  impossible  to 
imcover  the  eyeballs  and  to  wash  away  the  very  abundant 
secretion  of  matter.  Unless  this  be  done  properly,  curative 
lotions  are  but  of  little  use.  A small  syringe  may  be  used 
for  the  purpose  of  washing,  and  the  lotion  may  then  be 
dropped  into  the  eyes  by  means  of  a quill  or  camers-hair 
brush. 

The  prophylactic  treatment  consists  in  carefully  carrying 
out  the  rules  of  antiseptic  midwifery.  Should  the  woman 
be  suffering  from  a suspicious  discharge,  the  vagina 
should  be  douched  at  the  beginning  of  the  second  stage 
of  labour  with  a 1 in  2000  solution  of  corrosive  sublimate. 
As  soon  as  the  child  is  born  a few  drops  of  a 1 in  4000 
solution  may  be  dropped  into  its  eyes. 


PART  IIP 

CASES  IN  WHICH  THE  STUDENT  OUGHT 
TO  SEND  FOR  ASSISTANCE. 


Abortion — Non-eximlsion  of  the  Entire  Ovum. 

When  abortion  lias  taken  place,  ami  the  placenta, 
or  any  other  portion  of  the  ovum,  remains  behind  in 
the  uterus.  Give  ergot,  and  make  cautious  attempts 
to  bring  it  away  with  the  finger.  If  you  do  not 
succeed  send  for  assistance. 

When  the  remainder  of  the  ovum  cannot  be  removed  in 
the  way  just  mentioned,  the  case  is  one  of  some  difficult}’, 
and  requires  delicacy  of  manipulation.  The  introduction  of 
the  hand,  or  of  some  instrument  for  the  purpose,  wUl  pro- 
bably be  necessaiy.  If  the  placenta,  etc.,  were  allowed  to 
remain  in  the  uterus  it  would  speedily  decompose,  and 
uterine  phlebitis  would  be  likely  to  result  from  absorption 
of  putrid  matter. 


Abortion  with  Profuse  Hemorrhage. 


In  cases  of  abortion  accompanied  with  profuse 
hannorrhage.  Before  sending  apply  cold,  as  directed 
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ill  Part  II,  p.  55.  Give  a full  dose  of  ergot,  aud 
plug  the  vagina. 

A lisemorrhago  is  profuse  when  it  produces  constitutional 
symptoms,  such  as  those  described  in  Part  II,  p.  104.  Cases 
of  miscari-iage,  under  such  circumstances,  are  attended 
with  considerable  risk. 

The  plug  or  “ tampon  ” is  a powerful  means  of 
arresting  haemorrhage  in  certain  conditions  of  the 
uterus.  By  its  presence  it  stimulates  that  organ  to 
contract,  and  also  e.\erts  pressure  upon  bleeding 
vessels.-  As  a general  rule  the  plug  should  not  be 
used  by  a student  under  the  circumstances  above 
mentioned,  after  the  period  of  quickening,  except  as  a 
temporary  measure  while  assistance  is  being  sought. 

For  the  purpose  of  plugging  the  vagina,  the 
bladder  should  first  be  emptied  with  the  catheter. 
Sterilised  linen,  gauze,  or  lint  may  be  used.  Several 
soft  linen  handkerchiefs  make  a very  good  plug,  and 
should  be  introduced  into  the  vagina  beginning  with 
one  of  the  corners ; any  material  used  must  be 
sterilised  either  by  boiling  or  by  the  use  of  steam. 
A duckbill  speculum,  if  obtainable,  will  materially 
facilitate  the  introduction  of  the  plugging  material ; 
which  should  be  introduced  in  such  a way  as  to 
completely  fill  the  posterior,  anterior,  and  both 
lateral  fornices ; the  remainder  of  the  vagina  is 
then  packed  as  tight  as  it  will  hold,  a lump  of  pack- 
ing protruding  from  the  vulva,  on  which  pressure  is 
made  by  means  of  a firm  pad  and  a T-bandage. 
Generally,  when  the  plug  is  removed,  the  ovum  will 
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bu  foiui'l  to  1)0  on  the  top  of  it.  The  j>lu</ 

should  not  be  left  in  the  viif'ina  more  than  twenty- 
four  hours,  because  tlie  retained  blood  and  discharges 
putrefy,  and  become  a source  of  infection. 


Extra-uterine  Pregnancy — liujjture  of  the  Sac. 

In  cases  of  suspected  extra-uterine  fcetatiou,  when 
certain  symptoms  set  in  which  indicate  a rupture  of 
the  sac.  These  are,  sudden  and  acute  pain  in  one 
iliac  region,  followed  by  great  exhaustion,  faintness, 
vomiting,  and  symptoms  of  internal  haemorrhage. 
There  is  in  most  cases  a discharge  of  blood  from  the 
vagina  but  never  sufficient  to  account  for  the  sym- 
ptoms of  haemorrhage.  Before  sending,  place  the 
patient  in  the  horizontal  posture.  If  there  is  severe 
collapse,  give  stimulants,  and  inject  saline  solution 
into  the  rectum  or  by  means  of  a hollow  needle  under 
the  skin  of  the  axilla,  abdomen,  or  under  the  breast. 

In  extra-utei'ine  pregnancy  the  impregnated  ovum, 
from  some  cause  or  other,  does  not  reach  the  uterus, 
but  is  developed  outside  its  cavity,  either  in  the 
ovary,  the  Fallopian  tube,  or  in  the  walls  of  the  uterus. 
It  nearly  always  occurs  after  a period  of  sterility ; 
but  may  do  so  in  cases  in  which  there  has  been  anv 
disease  of  the  appendages,  usually  the  result  of 
either  septic  or  specific  infection  of  the  uterine 
mucous  membrane,  or  operative  interference  with 
structures  in  their  neighbourhood  such  as  that  neces- 
sitated by  appendicitis,  or  rarely  as  a consequence  of 
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the  first  conception  of  the  newly  married.  The 
diagnosis  is  very  uncertain  ; some  of  the  signs  of 
pregnancy  are  present,  some  menstrual  irregularit}", 
the  patient  having  missed  one  period  or  more ; 
morning  sickness  may  be  present. 

On  vaginal  examination  the  cervix  may  be  softened 
and  the  body  of  the  uterus  somewliat  enlarged. 
There  has  nearly  always  been  pain  and  some  tender- 
ness on  the  side  affected,  and  on  that  side  the 
arteries  in  the  lateral  vaginal  fornix  show  markedly 
increased  pulsation.  On  that  side  of  the  uterus  on 
which  the  pain  is  felt  a swelling  can  be  felt  which  is 
tender  and  painful. 

In  any  case  in  which  a w'oman  who  has  missed  one 
or  more  periods  and  in  whom  the  missing  of  the 
period  has  been  succeeded  by  colicky  pains  and 
tenderness  on  one  side  of  the  abdomen,  and  on  the 
same  side  a tender  swelling  gradually  increasing  in 
size  with  marked  pulsation  of  the  arteries  in  the 
lateral  vaginal  fornix  of  the  same  side,  extra-uterine 
pregnancy  should  be  suspected,  and  further  advice 
at  once  sought.  If  in  a woman  who  has  presented 
these  symptoms  a sudden  attack  of  pain  with  col- 
lapse, abdominal  tenderness,  rapid  pulse  and  faint- 
ness occur,  the  rupture  of  an  extra-uterine  gestation 
should  be  suspected  and  further  advice  sought  with- 
out delay,  since  these  symptoms  indicate  that  the 
gestation  sac  and  Fallopian  tube  have  ruptured,  and 
that  the  patient,  unless  dealt  with  without  delay, 
will  probably  lose  her  life.  A laparotomy  must  be 
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porforined  witli  as  little  delay  as  possible  aud  the 
affected  tube  ligatured  and  removed. 

The  rupture  of  the  sac  is  nearly  always  accom- 
panied 1)y  haiinorrhage  from  the  vagina,  and  as  the 
rupture  frequently  takes  place  somewhere  alxmt  the 
time  of  a monthly  period,  it  fre<'iuently  happens  that 
the  hcemorrhage  from  the  vagina  is  supposed  to  Ixj 
due  to  a monthly  period  and  a vaginal  examination 
deprecated.  This  examination  must  l>e  insisted  on, 
as  deferring  it  may  lead  to  the  woman  losing  her  life. 

The  gestation  sac  and  Fallopian  tube  generally 
rupture  before  the  tenth  week  of  gestation,  and 
although  there  are  many  instances  on  record  of 
women  who  have  survived  the  shock  and  haemor- 
rhage, and  in  Avhom  the  foetus  has  been  retained  for 
months  or  years,  and  then  discharged  after  the 
formation  of  an  abscess,  this  termination  is  unusual, 
and  death  within  a few  hours  is  a common  ter- 
mination. The  student  should  consult  a larger 
work  for  more  detailed  information. 

Expulsion  of  Moles,  attended  tvith  much  Haemorrhage. 

In  cases  of  molar  pregnancy,  vthen  the  expulsion 
of  the  mole  is  attended  with  much  haemorrhage,  and 
when  portions  of  it  remain  behind  in  the  uterus. 
In  these  cases,  as  in  an  abortion,  you  may  give  ergot 
before  sending  for  assistance,  but  the  dilatation  of 
the  cervix  by  instruments  and  clearing  out  of  the 
uterine  cavity  should  be  undertaken  without  delay. 

Moles  are  shapeless  masses,  which  are,  properly 
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speaking,  the  result  of  conception,  and  consist  of 
various  degenerations  of  the  ovum.  In  many  of 
them  scarcely  any  portion  of  the  ovum  can  be  traced, 
the  mass  consisting  of  semi-organised  coagula  and 
layers  of  fibrin.  This  is  the  fleshy  mole,  and  is  pro- 
duced by  the  death  of  the  embryo  occurring  in  the 
first  three  months  of  pregnancy,  some  htemorrhage 
into  the  substance  of  the  ovum  having  taken  place 
either  before  or  after  the  death  of  the  embryo. 

Hydatiform  Mole. 

In  this  variety  the  foetal  coverings,  especially  the 
chorion,  have  become  developed  into  innumerable 
vesicles,  resembling  bunches  of  grapes  or  currants. 
^V^len  the  uterus  contains  a mole  the  earlier  signs  of 
pregnancy  present  themselves,  but  the  later  signs, 
such  as  the  “ ballottement,”  the  foetal  movements, 
and  the  sounds  of  the  foetal  heart,  are  wanting.  The 
uterus  also  may  increase  in  size  with  much  greater 
rapidity  than  is  usual  in  an  ordinary  pregnancy  ; for 
example,  in  three  months  the  fundus  may  reach 
neai’ly  to  the  umbilicus,  and  at  four  mouths  may  be 
as  large  as  at  seven  mouths  in  an  ordinary  preg- 
nancy ; this  rapid  increase  is,  however,  by  no  means 
an  invariable  occurrence,  as  many  cases  have  been 
noted  in  which  the  rate  of  increase  has  been  normal. 

The  development  of  the  hydatid  mole  is  usually 
associated  with  much  pain  and  some  watery,  slightly 
blood-stained  vaginal  discharge,  which  sometimes 
contains  some  of  the  vesicles,  the  appearance  of  which 
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may  l)e  described  as  resembling  “ white  currants 
floating  in  the  juice  of  red  currants.”  This  last  con- 
dition is  pathognomonic  of  the  presence  of  a hydatid 
mole.  After  an  uncertain  period  tlie  uterus  expels 
the  mole,  with  all  the  symptoms  of  an  alx»rtion. 
The  expulsion  of  the  hydatid  mole  is  attended  with 
much  risk  ; it  is  usually  accompanie<i  with  consider- 
able liEemorrhage,  and  the  mole  frequently  does  not 
come  away  entire,  giving  rise  to  the  risks  of  recurrent 
Inemorrhage  and  sepsis.  Further,  the  mole  has  l>een 
known  to  perforate  the  uterine  wall  and  appear  on 
the  peritoneal  surface.  In  any  case  of  this  kind 
further  assistance  should  l^e  sought  without  delay. 

Retroversion  of  the  Gravid  Uterus. 

This  dangerous  displacement  may  occur  during 
the  first  four  months  of  pregnancy,  and  is  usually 
the  result  of  accident.  It  is  caused  by  some  sudden 
or  violent  effort,  especially  w'hen  the  bladder  happens 
to  be  full.  The  fundus  uteri  is  forced  backwards 
and  downwards  beneath  the  sacral  promontory, 
and  the  os  is  tilted  forwards  and  upwards  against 
the  symphysis  pubis  (Fig.  25).  The  pressure  thus 
produced  on  the  bladder  and  rectum  gives  rise  to 
retention  of  urine  and  other  urgent  symptoms,  which, 
if  not  soon  relieved,  may  ultimately  prove  fatal. 

Pregnancy  sometimes  occurs  in  a uterus  already  retro- 
verted,  but  when  this  is  the  case  the  unfavourable  symptoms 
are  developed  much  more  gradually.  After  the  uterus  has 
risen  out  of  the  pelvis  retroversion  is  almost  impossible. 
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If  uiuvlievod,  rotrovorsioii  niiiy  ciiiiso  infliiminatioii  of  tlio 
bhuldor  (cystitis)  followed  in  nej^locted  Ciisos  by  sloughing 
of  its  mucous  ineinbnino  and  secondary  infection  of  the 
kidneys.  Kupture  of  the  bladder  or  uterus  may  also  occur. 
Any  of  which  results  may  prove  fatal. 


Fig.  25. — Retroversion  of  uterus. 


The  sudden  occurreuce  of  beai'iug-down  pain  with 
reteutiou  of  urine  ought  to  excite  suspicion,  and  this 
ought  to  lead  to  an  examination  by  vagina  and 
rectum.  The  hollow  of  the  sacrum  will  then  be 
found  to  be  filled  with  a firm  globular  mass,  which 
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])r(!ssc!s  down  low  lietweeu  flie  vagina  and  reiituni. 
'Die  vagina  will  he  felt  running  directly  upwards 
heliind  I lie  syinpliyHis  pubis,  whilst  the  os  uteri  will 
he  so  high  as  to  he  almost  out  of  reach. 

Tlio  abdomen  is  generally  enlarged  and  painful  to  the 
touch,  in  consequence  of  great  distension  of  the  bladder, 
which  forms  a large  cyst  easily  mistaken  on  supt.-rficial 
examination  for  an  ovarian  tumour.  The  meatus  urinarius 
is  sometimes  drawn  up  into  the  vagina  and  nearlj’ 
obliterated. 


Treatment  of  Retroversion. 

The  distended  bladder  should  lie  at  once  relieved. 
Having  sent  the  patient  to  bed,  you  di'aw  off  the 
urine  with  an  elastic  male  catheter,  and,  if  necessary, 
empty  the  rectum  by  an  enema.  The  next  step  is  to 
replace  the  uterus.  But  as  this  is  sometimes  a diflB- 
cidt  operation,  and  as  it  may  be  delayed  for  a time 
■with  safety,  it  will  be  better  to  send  for  assistance. 

The  urethra  is  so  much  elongated,  compressed,  and 
drawn  up  out  of  its  iisual  course,  that  it  is  absolutely 
necessary  to  use  a long  elastic  catheter. 

The  following  mode  of  replacing  the  uterus  has  been 
found  by  the  author  to  be  the  most  satisfactory : Having 
jilaced  the  patient  on  her  elbows  and  knees,  so  as  to  invert 
the  pelvis,  the  forefinger  of  one  hand  is  passed  into  the 
vagina,  and  the  middle  finger  of  the  same  hand  into  the 
rectum.  The  fundus  uteri  is  then  pressed  steadily  upwards 
until  it  piasses  above  the  sacral  promontory. 

Should  the  reduction  be  very  difficult  the  patient  should 
first  inhale  chloroform. 

Should  it  be  found  impossible  to  effect  reduction,  it  will 
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bo  necessary  to  lesson  the  bulk  of  the  utorus  by  piincturiuf,'' 
the  membranes  and  brin>jing  on  abortion. 

Laparotomy  has  been  advised  and  porforniod  succoss- 
fidly  as  a method  of  treatment  in  intractable  cases  of  this 
nature. 


ISyinptoms  of  Powerless  Labour. 

lu  auy  case  of  difficult  labour,  or  otherwise,  wheu 
symptoms  of  powerless  labour  beyin  to  show  them- 
selves. These  are — diminished  frecjueucy  and  force 
of  the  pains,  considerable  acceleration  of  the  pulse 
between  the  pains,  increased  temperature,  rigors 
and  vomiting,  restlessness,  dry,  furred  tongue,  reten- 
tion of  urine,  heat  and  tenderness  of  the  vagina,  with 
brownish  and  occasionally  foetid  discharge. 

Powerless  labour  is  always  the  result  of  a prolonged 
second  stage,  whether  it  be  from  obstruction  of  the  head, 
or  from  inefficient  uterine  efforts.  There  is  no  precise 
period  at  which  the  unfavourable  symptoms  set  in,  but,  in 
general,  they  are  likely  to  do  so  after  the  second  stage  has 
lasted  twelve  hours.  No  prudent  practitioner  would  allow 
such  symptoms  to  become  developed,  but  taking  alarm  at 
their  first  onset,  would  proceed  to  assist  nature  by  art. 

The  pains  in  powerless  labour  lose  the  forcing  character 
of  the  second  stage,  and  bear  more  resemblance  to  those  of 
the  first.  The  pulse  may  range  from  100  to  130,  or  even  to 
140,  between  the  pains. 

If  the  above  symptoms  are  allowed  to  continue  unrelieved, 
the  condition  of  the  patient  becomes  much  worse;  the 
tongue  is  dry  and  brown,  sordes  collect  about  the  teeth,  the 
pxilse  is  very  rapid  and  weak,  the  matter  ejected  by  vomit- 
ing is  dark,  sometimes  consisting  of  grumous  blood ; the 
abdomen  becomes  tender,  the  siu-face  cold  and  clammy ; the 
restlessness  passes  on  to  jactitation,  delirium,  and  death. 
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It  cannot  bo  too  strongly  iinprcswid  iiiKiu  the  student  * 

that  tho  si^ns  aljovc  descrilKsd  should  never  Ixi  allowed  to  j 

become  manifest  in  their  severe  form.  If  when  the  s<;c<md 
stage  has  lasted  for  over  two  hours  in  a multipara,  or  three  i 

hours  in  a i)rimipara,  unless  such  symjjtoms  as  rapidity  of  ' 

tho  pulse  between  the  pains,  etc.,  are  entirely  absent,  the 
head  movable,  and  tho  caput  succedaneum  not  marked,  j 
assistance  should  bo  sought.  Assistance  may  l>e  sent  for  i 
earlier  than  this,  if  the  symptoms  descriljed  begin  to  show  f 
themselves,  and  the  head  is  fixed  in  the  pelvis.  Delay  may  • 
moan  fatal  damage.  j 

Minute  or  Imiyerforate  Os  Uferi. 

When  labour  is  obstructed  by  a minute  or  jin- 
perforate  os  uteri,  which  is  the  result  of  structural 
change,  and  which  does  not  yield  to  time  and  the 
usual  remedies  for  an  undilatable  os  uteri  (see 
Part  II,  p.  61). 

This  condition  of  the  os  uteri  may  be  caused  by  cicatrices 
resulting  from  mechanical  injuries,  inflammation,  or  fibrous 
deposit  in  the  part.  In  some  cases  there  is  complete 
agglutination  of  the  os  uteri.  The  inferior  portion  of  the 
uterus  becomes  very  tense,  and  is  forced  do'«'n  low  into  | 
the  pelvis  with  each  pain ; but  the  finger,  on  examining, 
can  detect  merely  a depression,  and  no  opening  in  the 
part.  In  some  rare  instances  a circular  portion  of  the 
inferior  part  of  the  uterus  has  yielded  to  the  force  of  the 
pains,  and  separated,  so  as  to  allow  the  child  to  pass.  In 
others  it  has  been  necessary  to  make  a crucial  incision  in 
the  part  before  delivery  could  be  accomplished.  This  con- 
dition may  be  a serious  one,  but  at  the  same  time  a minute 
os  uteri,  unless  the  subject  of  pathological  changes,  does 
not  often  cause  difficulty.  On  the  other  hand  agglutina- 
tion or  secondary  atresia  of  the  os  may  lead  to  rupture  of 
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the  uterus,  and  often  has  to  bo  relieved  by  a cutting  opera- 
tion as  stated.  The  diagnosis  can  be  made  in  those  cases  in 
wliich  the  finger  can  bo  pixssod  into  the  external  os  if  it  is 
found  that  it  cannot  bo  made  to  enter  the  uterine  cavity. 
If  the  external  os  is  atresic  or  agglutinated  this  is  fairly 
easily  evident. 


Strictures  of  Vagina. 

When  labour  is  obstructed  by  strictures  of  the 
vaginal  canal  produced  by  structural  alterations, 
such  as  cicatriees,  callosities,  adhesions,  etc.,  which 
do  not  yield  to  time  and  the  usual  remedies  for 
rigidity  of  the  soft  parts  (see  Part  II,  p.  66). 

These  structural  lesions  of  the  vagina  are  nearly  always 
the  result  of  sloughing  and  loss  of  substance,  produced  by 
a previous  hard  labour.  The  cicatrices  may  form  rings  or 
spirals  around  various  parts  of  the  vagina,  or  there  may  be 
a partial  or  complete  occlusion  of  some  part  of  the  canal. 
The  cicatrices  are  sometimes  gristly  and  semi-cartilaginous. 
It  may  be  necessai-y  to  divide  them  with  the  knife,  or  even 
to  lessen  the  size  of  the  child’s  head  by  craniotomy.  Such 
operations,  of  coi^rse,  require  a consultation. 

Obstructed  Labour  from  Pelvic  Tumours. 

When  labour  is  obstructed  by  tumours  of  various 
kinds  within  the  pelvis,  and  the  difficulty  appears  to 
lie  insuperable  by  the  natural  efforts. 

The  tumours  may  be  either  within  or  without  the  vagina, 
and  may  grow  from  the  mucous  membrane  of  the  uterus 
and  vagina,  or  from  the  exterior  of  the  uterus,  its  append- 
ages, or  other  contents  of  the  pelvis,  or  even  from  the  bony 
walls  of  the  pelvis  itself.  When  these  tumours  are  do- 
velopt'd  from  the  uterine  appendages  they  are  usually  mot 
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will)  in  tlif!  cul-tlc-stnr  of  poritoncmn  )><;twf?C‘n  ll)0  vagina 
and  rectum,  wliore  they  produc<i  a hulf^inf^  of  tlie  posterior 
wall  of  the  v!i''ina.  These  are,  of  wjurse,  outside  the  vagina. 
These  tumours  are  usually  ovarian  in  origin,  and  may  he 
cystic,  solid,  or  dermoid,  and  either  benign  or  malignant. 

Other  tumours  producing  similar  results  may  l>e  fibroid 
tumours  of  the  uterus,  of  the  subserous  variety,  especially 
when  pedunculated,  or  rarely,  fibroid  tumours  growing  from 
the  wall  of  the  rectum.  Intra-mural  uterine  fibroi^ls  may 
also  produce  obstruction  if  situated  in  the  lower  uterine 
•segment  or  cervix,  as  also  may  those  growing  la;tween  the 
layers  of  the  broad  ligament.  Uterine  polypi  may  also 
obstruct  labour,  but  as  a rule  do  not  do  so. 

Tumours  of  the  vagina  may  produce  serious  obstruction 
if  solid  (e.  g.  fibroids),  or  may  be  ruptured  if  cystic.  Both 
are  liable  to  slough  after  deliverj'.  Carcinoma  of  the 
cervix  may  also  be  a serious  obstacle.  Sometimes  a hernia 
descends  into  the  vagina  during  labour.  The  intestine 
comes  down  into  the  cul-de-sac  between  the  vagina  and 
rectum  and  forms  a tumour  covered  by  the  posterior  wall  of 
the  vagina.  In  some  rare  instances  the  bladder  contains  a 
calculus,  which  descends  before  the  head,  during  lalx»ur. 
The  tumour  thus  formed  is  covered  by  the  anterior  wall  of 
the  vagina  like  a vaginal  cystocele,  but  is  firm  and  hard, 
and  not  soft  and  fluctuating. 

The  chief  danger  from  calculus  is  not  so  much  from  the 
obstacle  which  it  presents  as  from  the  injury  which  it  may 
inflict  upon  the  bladder,  when  it  becomes  compressed 
between  the  head  and  the  pubis.  In  most  cases  it  is 
possible  to  push  the  calculus  above  the  pelvic  brim,  but  if 
this  should  be  impracticable  lithotritj'  or  vaginal  lithotomj- 
may  be  necessary.  In  short,  in  all  cases  of  pelvic  tumours 
the  treatment  must  depend  very  much  on  the  circumstances 
of  the  case ; some  tumours  are  movable  and  may  be  pushed 
above  the  head;  others,  such  as  polj-pi,  etc.,  adjuit  of 
excision ; others,  such  as  ovarian  tumours,  may  necessitate 
lapai'otomy.  All  those  ojierations,  except  the  first,  are 
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attended  witli  risk,  and  require  inuch  jud”;inent.  If  any 
such  opeiiition  bo  impracticable,  delivery  after  laparotomy 
or  oven  Ca;sarean  section  may  be  required. 

Prolapse  of  Bladder  during  Labour. 

When  there  is  a prolapse  of  the  bladder  duriug 
labour.  lu  such  cases  the  bladder  descends  before 
the  head  and  forms  a lluctuatiug  tumour,  covered  by 
the  upper  wall  of  the  vagina.  The  finger  readily 
passes  beneath  and  behind  the  tumour  until  it 
reaches  the  head.  Before  sending,  evacuate  the 
bladder,  if  possible,  by  passing  a gum-elastic 
catheter  with  the  point  directed  downwards  and 
backwards. 

Prolapse  of  the  bladder,  or  vaginal  cystocele,  is  a rare 
complication  of  labour.  It  is  occasioned  by  a relaxation  of 
the  upper  wall  of  the  vagina  and  other  connections  of  the 
bladder.  The  symiitoms  are — fulness,  tension,  and  dragging, 
with  a constant  desire  to  pass  water,  and  much  difficulty 
in  doing  so.  If  there  has  been  complete  retention  of  urine 
for  some  time,  there  is  risk  that  the  pressure  of  the  head 
may  cause  a rupture  of  the  bladder. 

Difficult  Labour  from  Pelvic  Deformity — Diaguosis. 

When  labour  is  obstructed  in  the  second  stage  by 
pelvic  deformity.  In  these  cases  the  head  is  arrested 
in  its  progress  at  some  particular  part  of  the  pelvis 
(geuerall}'  the  brim)  and  remains  immovable,  not- 
withstanding that  there  may  have  been  strong  forcing 
pains  for  some  hours.  The  scalp  Itecomes  very 
tumid,  and  the  bones  much  overlapi)cd,  so  as  to 
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l,lio  vcrtxix  a conical  Kliapc  Assistanw;  in  nncli 
cascH  (kcc  Part,  II,  j).  91)  should  Ixi  sent  for  without 
delay  if  there  l>e  the  least  symptom  of  jjowerless 
labour,  or  if  the  head  befRiune  impacted,  i.  e.  so  firmly 
fixed  that  it  cannot  recede  iKjtwfKiU  the  pains,  and 
can  only  be  displac<;d  with  great  difficulty. 

Ttoformities  of  the  pelvis  are  occasioned  by  rickets  during 
childhood,  hip  disease,  angular  or  lat<;ral  curvature  of  the 
spine,  mollities  ossium  in  adult  ago,  bony  growths,  fractures, 
etc.  The  deformity  may  affect  the  brim  cavity,  or  outlet 
of  the  pelvis.  The  brim  is  most  usually  affected,  and  the 
most  ordinary  kind  of  deformity  is  a prominent  sacrum, 
causing  a diminution  of  the  antero-posterior  diamotor  of 
the  brim.  The  pelvis  in  such  cases  becomes  kidney-shaped. 

The  degree  of  deformity  may  vary  very  much,  but  it  is 
most  readily  estimated  by  measuring  the  antero-posterior 
diameter  of  the  brim.  This  may  be  done  by  introducing 
the  tips  of  foiu’  fingers  of  one  hand  in  a line,  between  the 
sacral  promontory  and  pubis.  If  they  cannot  be  Beparate<3, 
for  instance,  there  is  much  deformity;  but  if  the}’  can  h(; 
separated  widely,  there  is  little  or  none.  Again,  if  the  fore- 
finger, during  an  ordinary  examination,  impinges  on  the 
upper  part  of  the  sacrum,  there  is  good  reason  to  believe 
that  the  deformity  is  considerable.  This,  however,  depends 
on  the  length  of  the  forefinger.  Every  accoucheur  should 
know  the  length  of  his  forefinger,  the  width  of  his  hand 
across  the  knuckles  and  also  the  width  of  the  tips  of 
the  four  fingers  when  closed  at  the  level  of  the  tip  of  the 
little  finger. 

Tlio  existence  of  pelvic  deformity  may  also  be  ascertained 
l)y  the  amount  of  difficulty  which  is  experienced  in  passing 
up  the  forefinger  between  the  head  and  the  different  parts 
of  the  pelvis.  Distortions  of  the  cavity  and  outlet  of  the 
pelvis  ai’O  not  so  common ; they  gener.all}’  depend  on  un- 
natur.il  curvature  of  the  sacrum,  approximation  of  the 
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tuborix  ischii,  narrowing  of  tho  pnbic  arch,  or  ankylosis  of 
the  coccyx,  etc.  They  produce  much  the  same  symptoms 
as  distortions  of  tho  brim,  o.xcept  tliat  those  arrive  at  a later 
period  of  the  labour. 

The  sj'mptoms  occasioned  by  deformity  of  the  brim  have 
been  very  accurately  described  by  Dr.  Rigby.  “ Besides 
the  general  appearance  of  the  patient,”  says  ho,  “ wo  fre- 
quently find  that  the  uterine  contractions  are  very  irregular  ; 
that  they  have  but  little  effect  in  dilating  tho  os  uteri .-  the 
liead  does  not  descend  against  it,  but  remains  high  up  ; it 
shows  no  disposition  to  enter  the  pelvic  cavity, and  rests  upon 
tho  symphysis  pubis,  against  which  it  presses  very  forcibly, 
being  pushed  forwards  by  tho  promontory  of  the  sacrum.” 
When  the  deformity  is  not  very  considerable,  it  often 
happens  that  after  some  hours  of  severe  pain  the  difficulty 
is  suddenly  overcome,  the  head  passes,  and  tho  rest  of  tho 
laboiu’  is  speedily  accomplished. 

When,  however,  the  deformity  is  more  considerable,  or 
the  head  unusually  bard,  the  forceps  will  be  required ; 
when  it  is  still  greater,  the  accoucheur  is  reduced  to  tho 
necessity  of  delivering  the  child  by  either  synqffiysiotomy, 
Ca'sarian  section  or  craniotomy.  Again,  where  tho  distoi’- 
sion  is  extreme,  delivery  per  vias  naturales  becomes  impos- 
sible. CiBsarian  section  is  then  the  only  resource. 

The  forceps  is  inadmissible  when  tho  antoro-2)osterior 
diameter  of  the  pelvis  is  less  than  three  inches,  because  it 
has  been  laid  down  as  a rule  that  a living  child  cannot  pass 
through  a j>elvis  of  such  dimensions.  Craniotomy  may  be 
employed  when  the  antero-jiosterior  diameter  is  not  more 
than  three  inches,  nor  less  than  an  inch  and  a half  in  any 
case  in  which  the  feetus  is  dead,  and  in  cases  in  which  tho 
child  being  living  the  more  severe  operations  have  been 
declined.  When  it  is  less  than  an  inch  and  a half,  delivery 
per  vias  naturales  is  scarcedy  j^ossiblo  even  after  craniotomy. 

Impaction  of  the  head  is  always  attended  with  consider- 
able danger.  The  constant  and  sevei-e  ^R'essure  uj)on  tho 
soft  iiarts  lining  the  pidvis  will  almost  certainly  jiroduce 
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inflammation  ;in<l  Hloughinj'  of  those  parts.  Jfenc<;  the 
necessity  for  prompt  interference. 

Caisarian  section  is  now  an  ojXiration  involvini^  only 
slif'ht  risk.  In  a series  of  over  20(X»  cases  of  this  operation 
collected  hy  Dr.  Amand  Itonth  the  maternal  mortality  was 
under  G per  cent.  The  operation  is  now  undertaken  in  all 
cases  in  which  the  conjujjate  diameter  is  below  2 in,  and 
in  the  majority  of  those  in  which  it  is  below  .3  in. 

Arrcd  of  Head  in  Cavity  of  Ftlvis. 

When  the  head  is  arrested,  either  in  tlie  cavity  or 
outlet  of  the  pelvis,  in  consequence  of  some  want  of 
power  in  the  uterus,  and  also  some  slight  dispropor- 
tion between  the  head  and  pelvis.  The  time  when 
you  ought  to  send  must  depend  very  much  upon  the 
state  of  the  patient ; but,  as  a general  rule,  you  ought 
to  do  so  before  the  head  has  been  arrested  as  long  as 
four  hours. 

In  the  above  cases  the  use  of  the  forceps  is 
indicated  and  axis  traction  instruments  will  l>e  found 
of  great  assistance.  The  administration  of  ergot  is 
inadmissible  because  there  is  mechanical  obstacle  to 
delivery,  as  well  as  a want  of  power. 

Unless  the  condition  of  the  patient  l^e  such  as  to 
require  interference  the  forceps  should  not  lie  used 
whilst  the  pains  continue  regular,  and  the  head 
advances  ever  so  little. 

Cases  in  which  the  Presentation  is  felt  to  be 
Transverse. 

In  the  first  stage  of  labour,  when  on  abdominal 
piilpation  it  is  recognised  that  a transverse  presen- 
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tatioii  is  present  assistance  should  be  souylit  at 
once,  the  patient  made  to  remain  lyin^  down, 
and  a dose  of  opium  may  be  given  to  clieck  the 
pains  as  far  as  possible.  Every  attempt  at  strain- 
ing should  be  avoided,  and  a vaginal  examina- 
tion, if  made,  should  be  as  gentle  as  possible,  and 
everything  should  be  done  to  avoid  rujituring  the 
membranes.  You  may,  however,  be  able  to  rectify 
the  position  by  external  manipulation,  endeavouring 
to  push  the  head  down  into  the  pelvis  while  raising 
the  breech  towards  the  fundus,  but  these  cases  as  a 
rule  have  to  be  dealt  with  by,  either  bi-polar  or 
internal  version. 

Cases  in  which  no  Presentation  can  be  felt. 

In  the  first  stage  of  labour,  when  the  os  uteri  is 
dilated  to  the  size  of  a crown-piece,  or  even  larger, 
and  no  presentation  can  be  detected,  although  you 
have  made  a careful  examination  with  both  hands. 

No  presentation  can  be  felt  in  cases  of  transverse 
presentation  at  this  stage,  but  this  would  only  con- 
firm your  previous  diagnosis. 

If,  however,  you  have  decided  by  abdominal 
palpation  that  the  presentation  is  one  of  either  the 
breech  or  vertex,  and  consequently  transverse  presen- 
tation can  be  excluded,  you  should  infer  that  the 
presenting  part  is  prevented  from  entering  the  brim 
on  account  of  disproportion  between  it  and  the  space 
available.  This  disproportion  may  be  caused  by 
either  a deformed  pelvis  or  a lai-gc  head,  e.cj.  hydro- 
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feplialuH  or  oljstruclioii  by  a tumour.  Jn  llie  first 
you  would  feed  the  promoiitejry  of  the  sacrum  ; iu  the 
second  you  would  feel,  on  placing  your  hand  on  the 
hypogastriuin,  that  the  heaxl  was  enlarged  ; and  iu 
the  third  you  would  he  able  to  feel  the  tumour. 

Wlion  no  presentation  can  be  felt,  although  the  os  uteri  . 
is  widely  dilated,  there  is  in  all  probability  what  nurses  call 
a “cross  birth,”  i.e.  the  long  axis  of  the  child  is  at  right  J 
angles  with  the  axis  of  the  pelvis,  the  shoulder  or  arm  pre- 
senting. 

When  the  child  is  in  this  position,  the  presentation 
seldom  descends  sufficiently  low  to  Ixi  felt  at  an  early  jKjriod 
of  the  labour.  In  such  cases  the  greatest  care  is  necessar}’ 
in  examining  lest  the  membranes  be  ruptured ; l>ecause, 
as  turning  will  in  all  probability  be  required,  the  escape  of 
the  liquor  amnii  would  render  that  operation  verj’  difficult. 


Cases  of  Brow  Presentation. 

In  cases  of  brow  presentation.  Tlie.se  unfavour- 
able presentations  of  tlie  bead  are  recognised  by  the 
facility  with  which  you  can  reach  the  great  fontanelle 
and  also  the  upper  part  of  the  face,  the  one  l>eiug 
turned  towards  one  side  of  the  pelvis,  and  the  other 
towards  the  opposite  side,  the  presenting  part  l^eing 
one  of  the  frontal  eminences  (Fig.  27). 

Presentations  of  the  brow  are  intermediate  between 
those  of  the  vertex  and  those  of  the  face,  approaching,  how- 
ever, more  nearly  to  the  latter  than  the  former.  When 
the  vortex  presents,  the  head  is  said  to  be  flexed  upon  the 
body,  so  that  the  chin  is  close  to  the  chest  (Fig.  26)  ; when 
the  face  presents,  the  head  is  extended  completely,  and  the 
chin  is  as  far  removed  from  the  chest  as  the  head  will  admit 
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of  28).  In  a brow  prosontation  tbo  head  is  partially 
e.Kteiulod,  so  that  oiio  of  tlio  frontal  bones  presonts,  most 

Fia.  20. 


commonly  either  the  right  or  left  frontal  eminence  (Fig.  27). 
At  the  commencement  of  labour,  the  presenting  part  may 
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\)(;  included  in  a circle,  the  circumference  of  which  touches 
the  root  of  the  nose  on  one  side  and  the  fjreat  fontanelle 
on  the  other.  On  examinirif'  at  this  stage  of  the  labour 
the  face  would  be  found  usually  looking  t<jwards  one  sacro- 
iliac synchondrosis,  and  the  great  fontanelle  towards  the 
acetabulum  of  the  opposite  side,  or  vice  versa.  As  the 
head  descends  lower,  and  Ixicornes  more  fully  engaged  in 
the  2)elvis,  the  mento-occipital  diameter  will  corresj^ond  with 

Fio.  28. 


one  of  the  oblique  diameters  of  the  pelvis,  and  thus  will 
take  a ijosition  nearly  at  right  angles  to  that  which  it 
occupies  in  an  ordinary  case ; for  then  it  is  parallel  to  the 
axis  of  the  pelvic  brim,  and  is  perpendicular  to  these 
diameters.  In  a brow  presentation  the  head  is  placed  in 
the  most  unfavourable  manner  possible  for  traversing  the 
brim  of  the  pelvis ; for  the  longest  diameter  of  the  head 
(the  occipitomental,  which  measures  five  inches)  corre- 
sponds with  the  oblique  diameter  of  the  pelvic  brim, 
measuring  only  four  inches  and  a half.  It  is  therefore 
scarcely  possible  for  the  head  to  traverse  the  pelvis  in  this 
position ; and  it  will  be  found,  as  a general  rule,  that 
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manual  intei-ference  is  necessary  in  the  treatment  of  these 
Ciises.  The  forehead  may  he  pushed  up,  or  the  ehin  hrou<jlit 
down,  so  as  to  convert  it  into  either  a vertex  or  face  presen- 
tation. Any  attempts  to  effect  the  first  will  probably 
prove  xinsuccessful,  but  the  last  may  readily  bo  accom- 
plished either  by  the  fingers  or  the  vectis. 

Arrest  of  Child’s  Body  in  Breech  Presentations. 

In  breech  presentations,  when  the  breech  is  arrested 
in  the  cavity  of  the  pelvis,  from  want  of  room  or 
from  inefficient  uterine  action. 

The  rules  which  are  applicable  in  cases  of  arrest  of  the 
head  (see  p.  154,  Part  III),  respecting  the  time  to  send  for 
cossistance,  will  also  apply  to  breech  cases,  but  it  should  be 
ascertained  that  the  arrest  is  not  due  to  extension  of  the 
legs.  When  this  complication  is  present  the  feet  are  some- 
times found  to  lie  so  that  they  point  backwards  over  the 
shoulders,  with  which  the  insteps  may  be  in  contact.  In 
this  case  assistance  should  be  sent  for  at  once,  as  an  anaes- 
thetic will  be  necessary.  When  the  breech  is  arrested,  it 
may  be  necessary  to  assist  delivery.  This  is  usually  done 
by  hooking  the  finger  over  the  groin,  and  making  traction 
in  concert  with  the  pains  ; or  a lai-ge  size  gum-elastic  male 
catheter  may  be  passed  over  the  groins,  and  by  its  means  a 
large  sterilised  silk  handkerchief  or  piece  of  linen  may  bo 
drawn  over  the  groins  as  it  is  withdrawn,  and  traction  may 
then  be  made  by  pulling  on  the  ends  of  the  linen  or  hand- 
kerchief. Some  advise  the  use  of  the  forceps  for  this 
purpose.  These  instruments  would  be  likely  to  inflict 
injury  on  the  child,  and  are  quite  unsuitable  for  breech 
cases.  If  the  legs  are  extended  (“  frank  ” or  “ complete 
breech  ”)  an  “ impacted  breech  ” presentation  is  produced 
if  the  feet  point  backwards  over  the  shoulders  as  before 
mentioned.  This  must  be  treated  by  giving  an  anaesthetic 
and  bringing  down  the  legs. 
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Arrest  of  Held  in  Breech  Bresentation. 

In  lircecli  presentatioiiK,  when  the  hanud  is  arrested 
at  the  lirini  of  the  pelvis,  and  cannot  lie  brought 
tlirough  by  rectifying  its  position  and  making 
cautious  and  steady  traction  by  the  neck. 

In  these  cases  tliere  is  generally  some  want  of  room  in 
the  pelvic  brim.  The  forceps  has  IxNjn  recommended,  and 
if  no  delay  occurs  in  their  application  delivery  can  lx; 
readily  effected  by  this  means.  Wrapping  the  child’s  body 
in  a warm  towel,  and  carrying  the  child's  body  upwards 
towards  the  mother’s  abdomen,  holding  the  ankles  in  one 
hand  while  the  fingers  of  the  other  press  up  the  occiput, 
and  an  assistant  at  the  same  time  presses  the  head  down- 
wards into  the  brim,  will  often  effect  delivery,  but  if  the 
child  is  dead  from  pressure  on  the  cord,  the  size  of  the 
head  may  be  lessened  by  opening  it  behind  the  ear  and 
evacuating  the  brain. 

Presentations  of  Superior  Extremities — Diagnosis. 

lu  presentations  of  the  superior  extremity,  i.  e. 
either  the  shoulder,  elbow,  or  hand.  These  occur 
about  once  in  231  cases.  The  shoulder  is  known  by 
its  being  more  pointed  than  either  the  head,  or  the 
breech.  You  recognise  it  by  feeling  the  clavicle  and 
spine  and  acromion  process  of  the  scapula ; and, 
above  all,  by  the  ribs,  which  will  at  once  distinguish 
it  from  any  other  part  of  the  body.  For  character- 
istics of  the  elbow.  Part  II,  p.  85  ; and  of  the  hand, 
Part  II,  p.  84. 

When  the  superior  exti'emities  present,  the  child  is  placed 
transversely  with  regard  to  the  pelvis.  Deliver}’  in  this 
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position  is  almost  impossiblo,  but  still  may  take  place  in 
exceptional  instances  by  a natural  process  of  expulsion, 
to  which  the  name  “ spontaneous  evolution  ” has  been 
‘'iven.  Sucli  an  unusual  occurrence  should  never  be  de- 
pended on  in  practice.  The  presentation  should  bo  altered 
by  turning  the  child  and  bringiny^  down  the  feet. 

Fio.  2i). 


Assistance  should  be  sent  for  witliout  delay,  as  soon  as  a 
presentation  of  the  superior  extremities  is  detected.  Too 
much  care  cannot  be  taken  lest  the  membranes  bo  ruptured 
by  injudicious  examinations. 

In  shoulder  presentations  the  hand  and  arm  usually  pro- 
lapse after  the  ruptui-e  of  the  membranes,  and  remove  all 
doubt,  if  any  existed  liefore,  as  to  the  nature  of  the  pre- 
sentation. 


11 
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Monsters. 

VVlion  laliour  is  o])striK;f<;<],  in  fons<*'|iH*n<-c  of 
abnornial  ilcviGojnncnt  or  nioiislrosity  of  flie  io-tiis. 

Extraordinary  size  of  tho  fwtuB,  or  unusual  ossification  of 
its  lioad,  may  act  as  causes  of  difficult  laV>ur,  and  render 
the  use  of  the  forceps  netmssary. 

Monsters  are  of  two  kinds,  viz.  rnonsti^rs  hj'  deficiency, 
and  hy  excess.  'I’lio  former  class  will  he  puzzling  as  regards 
diagnosis,  hut  present  no  difficulties  as  to  delivery.  The 
latter  class,  however,  may  occasion  obstacles  of  a serious 
kind ; in  most  cases,  various  parts  of  two  (or  more)  chil- 
dren are  united  together.  The  treatment  must  dciiend  very 
much  upon  the  circumstances  of  each  case.  When  there  is 
much  difficulty,  turning  or  embryotom}'  maj-  l>e  required, 
or  perhaps  both  these  operations. 


Hydrocejthalus  or  Ascites  of  Foetus — Diagnosis. 

When  labour  is  obstructed  in  consequence  of 
increased  size  of  the  child’s  head  from  hydrocephalus, 
or  of  its  abdomen  from  ascites.  Hydrocephalus  is 
distinguished  by  the  very  large  size  of  the  head, 
which  occupies  the  entire  contour  of  the  superior 
strait  of  the  pelvis.  The  head  is  resisting  during  a 
contraction,  but  soft  and  fluctuating  when  contraction 
is  absent.  The  sutures  (especially  the  sagittal)  and 
fontanelles  ai'e  unusually  open,  and  the  cranial  bones 
are  widely  separated  from  one  another.  Ascites  is 
distinguished  by  the  large  size  of  the  abdomen,  and 
the  distinct  sense  of  fluctuation  which  it  communi- 
cates to  the  finger. 
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In  either  of  these  cases,  the  increased  size  of  the  child’s 
head,  or  body,  may  occasion  a train  of  symptoms  similar  to 
those  which  arise  in  the  course  of  a difficult  labour,  from 
diminished  size  of  the  pelvis. 

When  the  bones  are  widely  separated,  the  tips  of  the 
finger  may  bo  passed  between,  and  even  slightly  beneath 
them. 

Hydrocephalic  infants  may  bo  expelled  by  the  natural 
powers,  provided  the  pelvis  is  roomy  ; but  the  labour  is 
usually  very  tedious  and  difficult.  In  most  cases  assistance 
will  be  required  ; the  size  of  the  head  must  bo  lessened  by 
puncturing  it  with  a small  trocar  in  one  of  the  sutures 
and  letting  out  tlie  fluid,  but  in  some  cases  this  will  prove 
insufficient  and  craniotomy  will  bo  necessai-y.  The  abdo- 
men may  be  tapped  in  a similar  way  in  ascites. 

Prolapse  of  the  Umbilical  Cord — Diagnosis. 

When  there  is  a prolapse  of  the  umbilical  cord 
during  labour.  In  this  case  (which  happens  about 
once  in  2:il  labours),  before  the  membranes  rupture, 
you  may  feel  through  them  a small,  soft,  movable 
body,  which  may  be  readily  displaced,  and  has  a 
rapid  pulsation,  isochronous  with  the  foetal  heart. 
After  the  membranes  have  ruptimed  the  diagnosis 
is  very  easy,  for  the  cord  can  readily  be  felt  in  the 
vagina.  Sometimes  it  is  prolapsed  beyond  the  os 
externum.  As  soon  as  you  have  ascertained  the 
existence  of  this  complication,  you  must  send  for 
assistance  without  delay  ; but  if  you  find  that  the 
cord  is  quite  destitute  of  pulsation,  you  may  let 
labour  take  its  course. 

A prolapse  of  the  funis  does  not  make  any  difference  in 
the  course  of  a laboiu’  as  regards  the  mother ; but  it  is  a 
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complication  frauf'lit  with  the  utmost  danger  to  the  child. 
If  a prolap.sed  cord  cannot  be  reduced,  the  child  will  almost 
inevitably  die  before  the  termination  of  the  labour,  from 
pressure  on  the  umbilical  vessels.  'I’here  are  seveial  causes 
which  may  produce  this  accident,  such  as  unfavourable 
presentations,  irreguhu-ity  in  the  shape  of  the  pelvis— pro- 
lapse of  the  cord  occurring  in  a primipara  is  nearly  always 
duo  to  contracted  pelvis — sudden  escaj/e  of  a large  fjuantity 
of  liquor  amnii,  e.xcessive  length  of  eor/1,*  low  insertion  of 
the  cord  into  the  placenta,  or  attachment  of  the  pl.W'nta 
to  the  nock  of  the  utex'us,  etc. 

When  the  coni  can  be  felt  distinctly  pulsating  some 
interference  is  necessary  to  save  the  life  of  the  child, 
provided  that  the  os  uteri  is  sufficiently  dilated  to  allow  it. 
Various  moans  have  been  devised  for  reducing  the  cord, 
and  keeping  it  up  out  of  the  way  until  the  presenting  part 
has  descended  and  fully  occupied  the  pelvic  cavity.  One 
of  the  best  of  these  is  the  postural  method  just  mentioned. 
In  this  position,  on  the  elbows  and  knees,  the  cord  naturally 
gravitates  towards  the  fundus  uteri.  If  these  devices  fail 
turning  will  bo  necessary.  If  the  labour  be  too  far  ad- 
vanced for  turning,  the  forceps  may  be  u.sed. 

When  the  cord  is  cold  and  pulseless  the  child  1>e  dead ; 
there  is,  therefore,  no  necessity  for  interference. 

Accidental  Hsemorrliarje — Diagnosis. 

lu  cases  of  accidental  hasmorrhage,  t.  e.  haemor- 
rliage  arising  before  birth  from  a casual  detachment 
of  part  of  the  placenta.  Tliis  haemorrhage  comes  on 
sliortly  before  or  at  the  full  term  of  pregnancy,  and 
is  generally  the  result  of  some  sudden  shock,  either 
mental  or  bodily.  It  occurs  in  two  forms ; 

* In  a case  occurring  in  the  author’s  practice  the  cord 
measured  five  feet  in  length. 
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(1)  Evident  or  revealed  accidental  haemorrliage. 

(2)  Concealed  accidental  liajinorrliage. 

Evident  or  Revealed  Accidental  Jlxmorrhatje. 

This  nuiy  occur  with  dull  pain  and  aching  in  tlie 
belly  and  back.  The  uterus  may  feel  larger,  lirmer, 
and  tenser  than  before,  but  the  distinctness  with 
which  these  are  felt  depends  upon  the  amount  and 
rapidity  of  the  effusion  of  blood.  After  a variable 
interval,  usually  a short  one,  fluid  blood  and  clots 
escape  from  the  vagina.  The  blood  usually  comes  in 
a thin  but  persistent  trickle.  The  os  uteri  is  usually 
soft  and  dilatable. 

Concealed  Accidental  Hxmorrluuje. 

This  variety  occurs  without  any  external  escape  of 
blood,  which  remains  entirely  within  the  uterine 
cavity.  The  patient  has  received  some  mental  or 
bodily  shock  as  before  mentioned,  which  is  usually 
accompanied  by  a sudden  sharp  pain.  She  soon 
begins  to  show  the  ordinary  symptoms  of  loss  of 
blood,  such  as  fre(|uency  of  pulse,  pallor,  etc.,  which 
are  followed,  as  the  bleeding  goes  on,  by  jactitation, 
air  hunger,  and  syncope,  which  may  be  fatal.  The 
uterus,  Avhich,  as  a rule,  is  not  contracting,  becomes 
larger,  is  irregular  in  shape,  tender  and  painful, 
distension  taking  place  rather  than  contraction.  This 
condition  is  most  fatal,  and  if  any  susjiicion  of  its 
presence  is  aroused  assistance  should  be  sought 
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wiMioul,  flfilay,  as  Caesarian  s(ic<ion  will  he  required 
if  the  jialieut’s  life  is  (o  l>c  saved. 

'I'lio  (li.-tachment  of  tlii;  plawnta  is  mostly  partial,  hut  in 
soiiio  (;xc(;])tional  caso.s  tlic  pla/>;iita  is  wholly  <l<.'tacli<  <l. 
The  hajinorrha^c  may  he  the  result  of  any  sudden  shock, 
such  as  coufrhing,  sneezing',  vomitiu;^,  over-exertion, 
blows,  falls,  etc.,  leadinf'  to  a sudden  partial  contraction 
of  the  uterus  and  a separation  of  the  placenta  in 
consequence. 

When  the  os  uteri  is  smooth  and  rej^ular  throuf'hout  its 
entire,  circumference  and  the  memhranes  can  ]>c  felt  in-e- 
sentin^,  we  may  he  sure  that  the  ha-inorrha<'e  is  not  occa- 
sioned by  placenta  prajvia,  esiiccially  if  it  cease  durin^j  the 
pains.  The  ha;moiThage  is  arrested  during  a pain,  l>ecaus<' 
the  bleeding  vessels  are  compressed  hj’  the  contracting 
fibres  of  the  uterus,  d'he  lia;morrhage  in  these  cases  is 
usually  not  very  great  in  quantity  at  one  time,  but  if 
labour  has  not  come  on  and  effective  uterine  contractions 
do  not  occur  for  a considerable  time  the  patient  may  easily 
lose  such  an  amount  of  blood  as  will  prove  fatal. 


Treatment  of  Accidental  Haemorrharje. 

As  soon  as  you  have  sent  for  assistance  you  must 
take  some  means  to  check  the  hBemorrha^^e.  If  the 
term  of  pregnancy  has  not  expired,  if  the  htemorrhage 
he  not  profuse,  if  there  be  no  pains  and  little  or  no 
dilatation  of  the  os  uteri,  place  the  woman  in  the 
recumbent  posture  and  let  her  be  ke})t  cool  and  quiet. 
Apply  cold  compresses  to  the  abdomen  and  vulva, 
give  cold  drinks,  and  use  euemata  of  cold  water. 
Also  administer  astringents  and  sedatives.  But  if 
labour-pains  have  set  in,  if  the  os  uteri  be  dilated 
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and  the  luemorrliage  severe  you  must  use  in  addition 
measures  which  will  increase  uterine  contraction, 
such  as  the  administration  of  ergot  and  the  applica- 
tion of  the  binder.  If  these  fail  you  may  rupture 
the  membranes. 

If  the  term  of  pregnancy  bo  not  completed  wo  may  hope, 
in  some  instances,  to  restrain  the  hajinorrhago  and  conduct 
tlio  women  safely  to  full  time. 

The  following  mixture  may  be  given  : 
it  Acid,  sulph.  dil.  5ij. 

Tinct.  opii  ii\,xl. 

Infus.  rosas  ad  Jv.i. 

M.  ft.  mistura,  cujus  sumat  sextain  partem  omni  bora. 
Or  the  following : 

it  Plumbi  acetat.  9j. 

Acid,  acetic,  inxx. 

MorphiiB  acetat.  gr.  j. 

Aq.  destillat.  §iv. 

M.  capt.  quartam  partem  secunda  quaque  horii. 

The  plug  has  been  much  recommended  in  these  cases ; 
but  it  is  a hazardous  remedy,  especially  in  the  hands  of  an 
inexperienced  practitioner. 

Rupturing  the  membranes  is  one  of  the  surest  means 
both  for  restraining  hsEinoridiago  and  forwarding  the 
labour.  When  the  liquor  amnii  has  escaped  the  uterus 
contracts  firmly  around  the  body  of  the  child,  at  the  same 
time  compressing  the  placenta  and  closing  the  bleeding 
vessels.  It  should,  however,  only  be  adopted  by  the 
student  as  a last  resoui-ce,  because  it  may  possibly  fail, 
and  the  result  would  be  that  the  operation  of  turning, 
if  required,  would  thus  bo  rendered  difficult. 

Placenta  prxvia — Diagnosii<. 

In  cases  of  unavoidable  luemorrliage.  In  these 
the  placenta  is  attached  over  the  os  uteri,  and  the 
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ueccHsai’y  result  is  lliat  as  soon  as  tlie  os  lj«^}'inH  to 
open,  tlie  placenta  IxiC^uiies  <leta/:)je<l  am]  a copious 
hscinorrliage  takes  phuxi.  'J'lie  lloo<]ing  usually  comes 
on  a few  weeks  l>efoi‘e  delivery  and  is  at  first  in- 
considerable. After  a week  or  two  it  returns  more 
copiously,  until  at  last  it  becomes  frequent  and  jjro- 
fuse.  The  flooding  accomjmiies  each  uterine  c<ju- 
Iraction  and  ceases  in  the  intervals  between  theni. 
On  examining,  you  either  find  that  the  entire  os 
uteri  is  thickened  and  occupied  by  the  finn,  rough, 
spongy  mass  of  the  placenta,  or  you  find  that  the  os 
is  partly  occupied  by  the  placenta  and  partly  by  the 
membranes.  The  first  is  a complete  and  the  second 
a partial  presentation  of  the  placenta. 

The  liDemoiThage  from  placenta  pra-via  is  occasioned, 
first,  by  the  slight  dilatation  of  the  cervix  uteri,  and 
oiiening  up  of  the  lower  zone  of  the  uterus  which  takes 
place  some  weeks  before  delivery,  and  subsequently  by 
the  still  further  dilatation  which  is  effected  during 
labour.  The  opening  of  the  cervix  produces  a disruption 
of  the  connections  between  the  placenta  and  uterus ; the 
large  venous  sinuses  of  the  latter  are  laid  ojxjn,  and 
frightfid  harmorrhage  ensues,  which  increases  pari  passv 
with  the  pains. 

Placenta  prarvia  is  the  most  dangerous  of  all  presenta- 
tions. In  a record  of  twenty-one  cases  of  placenta  prsevia, 
published  by  the  author,*  the  secondary  danger  of  death 
from  seirticamiia  is  shown  to  be  quite  as  great  as  the  primary 
danger  from  hajmorrhago,  thus  proving  that  these  cases, 
beyond  all  otlicrs,  imiDcrativelj^  demand  the  strictest  anti- 
septic precautions.  If  labour  be  permitted  to  go  on  under 


* ‘ Bristol  Medico-Chirurgical  Journal,’  December,  1S83. 
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such  circumstances  witliout  intorferenco  the  woman  will 
almost  certainly  bleed  to  death  before  its  termination. 
Still,  however,  a few  exceptional  cases  occur  in  which  nature 
effects  delivery  without  a fatal  result.  In  these  tlio  uterine 
contractions  are  very  iiowerful  and  energetic.  The  placenta 
speedily  becomes  detached  and  expelled  and  the  haiinorrhago 
ceases.  As  soon  as  the  placenta  is  completely  detached 
the  uterine  vessels  are  In-oken  away  from  it,  and  are 
closed  by  the  dilatation  of  the  os  uteri  wliich  effected  the 
separation  as  well  as  by  the  direct  compression  of  the  child’s 
head,  which  soon  descends  and  occuj^ies  the  jilace  of  the 
placenta. 


Placenta  Prxvia — Treatment. 

Ill  cases  of  placenta  prievia  send  immediately  for 
assistance  and  try  to  arrest  the  haemorrhage  by 
placing  the  woman  in  the  recumbent  posture,  by  cold 
ajiplications  to  the  abdomen  and  vulva,  by  cold  drinks 
and  enemata,  and  by  repeated  doses  of  opium.  If 
the  full  term  has  not  yet  arrived  these  means  may  for 
a time  succeed.  If  they  should  fail  you  may  plug 
the  vagina  and  put  on  an  abdominal  bandage  until 
assistance  arrives.  If  there  is  a partial  placenta 
presentation  you  may  rupture  the  membranes,  as  in 
accidental  hiemorrhage.  In  all  cases  stimulants  are 
to  be  given  if  necessary. 

In  cases  of  presentation  of  the  placenta  the  proper 
treatment  is  to  turn  and  deliver  as  soon  as  tlio  os  uteri 
is  sufficiently  dilated  to  allow  of  such  a proceeding.  The 
method  of  turning  by  bipolar  version,  introduced  by 
Braxton  Hicks,  is  by  far  the  best,  since  it  can  be  performed 
as  soon  as  the  os  is  sufficiently  dilated  to  admit  two  fingers  ; 
these  ai-e  passed  through  the  os,  and  the  vortex,  if  pre- 
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Bonting,  is  pressed  upwards  and  towards  one  side,  while  the 
other  hand  depresses  tlie  Ijreech  towards  the  opposite  side. 
As  soon  <as  tlie  liead  is  raised  out  of  the  jjelvis  and  reaches 
tlio  iliac  fossa  the  slioulder  is  pressed  up  after  it,  and  then 
the  ribs  are  pushed  in  the  same  direction,  tiie  breech  being 
still  uiorc  depressed  until  a knee  lies  over  the  os  uteri ; the 
knee  is  then  seized  after  rupturing  the  membranes  and 
hooked  down  through  the  os  until  the  leg  can  Ixi  extended 
and  the  foot  brought  out  of  the  vagina.  Gentle,  but  sb^ady, 
traction  is  then  made  on  thi.  foot,  when  the  half  breech  is 
brought  into  the  os,  the  effect  of  which  is  first  to 
prevent  further  lisemorrliage  by  the  pressure  of  the 
half  breech  and  also  to  cause  further  dilatation  of  the  os. 
When  the  diagnosis  is  clear  all  recent  authorities  are  in 
favour  of  irrompt  interference  on  the  first  occurrence  of 
lueniorrhage.  “The  child  will  seldom  be  saved  by  tem- 
porising, and  the  mother  often  dies  with  the  recurrence 
of  hajmorrhage,  the  Vdeeding  coming  on  suddenly,  as  it 
is  apt  to  do,  in  the  absence  of  the  phj^sician.  The  best 
rule  is  to  deliver  as  soon  as  practicable  after  the  first 
occurrence  ofhxinorrhage,  whether  the  child  is  viable  or  not.”* 

In  some  instances,  where  the  exhaustion  from  haemor- 
rhage is  very  great,  and  when  turning  would  be  dangerous, 
comi^lete  detachment  of  the  placenta  has  been  recommended 
and  practised  with  success,  but  with  the  necessary  sacrifice 
of  the  life  of  the  child.  It  is  therefore  to  be  avoided. 
Should  the  inferior  extremities  present  with  placenta 
prajvia  it  is  a fortunate  circumstance,  Ijecause  there  will 
be  no  need  of  turning. 

When  the  membranes  have  been  ruptured  in  partial 
idacenta  priuvia  the  head  descends,  compresses  the  placenta 
and  the  bleeding  vessels  of  the  uterus,  and  thus  stays  the 
hauiiorrhagc. 


* King’s  ‘ Manual  of  Obstetrics.’ 
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Vuerperal  Convulsions  or  Eclamj^sia — Si/m2itoms. 

lu  all  cases  of  puerperal  convulsions.  Tliese  arc 
usually  epileptiform,  and  may  supervene  before,  durin<f, 
or  after  labour.  They  are  generally  preceded  by  head- 
ache, drowsiness,  obscure  vision  and  tinnitus  auriuin. 
As  the  fit  comes  on  the  woman  loses  consciousness, 
the  pupils  become  dilated,  and  the  countenance  rigid. 
All  the  muscles  of  the  body  are  seized  with  violent 
spasmodic  contractions,  the  face  is  livid  and  horribly 
distorted,  the  respiration  hissing,  the  tongue  is  thrust 
out,  and  a bloody  foam  issues  from  the  mouth.  After 
a few  minutes  the  fit  passes  off  and  retuims  again  in 
half  an  hour,  an  hour,  or  more.  According  to  the 
severity  of  the  case  consciousness  may  be  completely, 
partially,  or  not  at  all  regained  during  the  intervals. 

The  muscular  contractions  during  the  paroxysms  are  so 
violent  that  the  attendants  often  have  the  greatest  difficulty 
in  keeping  the  patient  upon  the  bed.  The  tongue,  being 
thrust  out,  is  very  liable  to  bo  bitten  in  consequence  of  the 
contractions  of  the  muscles  of  the  jaw.  Hence  it  is  that 
the  saliva  is  so  apt  to  be  tinged  with  blood.  The  urine  and 
fifices  are  often  expelled  involuntai-ily  during  the  convul- 
sions. The  progress  of  labour,  although  in  some  degree 
interfered  with,  is  not  arrested  by  the  convulsions.  Tlie 
fits  are  apt  to  recur  simultaneously  with  the  pains,  and  the 
child  may  bo  born  during  one  of  these  paroxysms.  Under 
such  circumstances  it  is  very  likely  to  be  dead,  or  to  die  soon 
after  its  birth. 

In  Vjad  cases  the  breathing  remains  stertorous,  and  the 
patient  lies  in  a comatose  state  between  the  fits. 

In  eclamptic  convulsions  (with  which  there  is  frequently 
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associated  a state  of  bypera-iiiia),  the  presence  of  albumen 
in  tlie  urine,  wliicli  occurs  in  the  vast  majority  of  cases,  is 
evidence  wliicli  points  to  a state  of  toxaunia,  and  in  these 
cases  the  lives  of  both  the  mother  and  child  are  in  the 
f'reatest  daiif'er.  'J'he  correct  diagnosis  and  treatment, 
therefore,  are  of  the  greatest  importance.  These  cases  do 
not  occur  without  waniing;  the  patient  has  probably 
noticed  that  she  has  been  pa.ssing  a smaller  quantity  of 
urine  than  usual,  that  she  has  had  some  swelling  of  the 
feet  and  ankles,  and  in  addition  some  puffiness  of  the  face. 
The  attack  is  very  frequently  precipitated  by  a heavy  meal 
or  extra  exertion. 

It  has  been  observed  in  the  ilatemity  Charity  of  the 
Bristol  I'oyal  Infirmary  that  these  cases  occur  most 
frequently  on  Saturday  night,  Sun^lay,  and  .Sundaj'  night, 
and  also  j^articularly  often  at  Christmas  time.  These  days 
are  generally  those  on  which  the  members  of  the  labouring 
class  consume  the  most  food  and  drink.  There  is  no 
doubt  that  a heavy  meal  has  a most  powerful  determining 
effect  on  the  convulsive  seizures. 

Hysterical  and  Apoplectic  Convulsions — Diagnosis. 

Besides  the  epileptic  form  of  convulsions  there  are 
the  hysterical  and  apoplectic.  These  are  distin- 
guished from  the  first  as  follows : The  hysterical 
convulsions  usually  come  on  during  the  early  months 
of  pregnancy,  and  resemble  ordinary  hysterical 
paroxysms,  being  unaccompanied  with  complete  loss 
of  consciousness,  distortion  of  the  face,  or  foaming  of 
the  mouth.  After  the  attack  is  over,  the  patient 
resumes  her  ordinary  condition.  Apoplectic  con- 
vulsions mostly  come  on  during  the  second  stage  of 
labour  in  women  of  middle  age,  and  resemble 
a severe  attack  of  apoplexy ; thus  one  side  is 
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generally  affected,  and  even  if  there  have  been 
convulsive  movements  of  the  limbs  on  both  sides 
there  will  be  definite  rigidity  of  one  side  as  com- 
pared with  the  other.  The  face  is  usually  distorted, 
the  mouth  being  drawn  to  one  side,  and  one  eye 
frequently  deviates  to  one  side,  the  patient  squint- 
ing; the  convulsion  shows  no  disposition  to  return, 
and  is  speedily  followed  by  stertorous  breathing,  and 
complete  loss  of  thought,  sensation,  and  voluntary 
motion,  until  at  last  all  muscular  action  ceases. 

The  convulsions,  sometimes  epileptiform  in  type,  which 
occasionally  occur  from  anamiia  after  flooding,  must  not  he 
confused  with  eclamj)tic  convulsions. 

Hysterical  convulsions  most  commonly  hajipen  about  the 
time  of  quickening.  They  require  very  difl'erent  treatment 
from  that  which  is  needed  in  the  other  two  kinds,  and  are  of 
far  less  serious  import. 

Apoplectic  convulsions  are  almost  invariably  fatal,  and,  in 
general,  depend  U23on  a sudden  rujiture  of  one  of  the  cere- 
bral vessels.  In  jiersons  jiredisjiosed  to  ajioijle.xy,  the  groat 
stress  ufion  the  vessels  of  the  brain,  during  the  second 
stage  of  labour,  is  likely  to  in-oduce  sucli  a rcsidt. 
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Treatment  of  Convulsions. 

Tn  all  cases  of  convulsioiiB  send  for  assistance 
immediately.  In  the  meantime  you  should  take  pre- 
cautions to  prevent  the  woman  from  injuring  herself 
during  the  paroxysms.  You  should  se<;that  she  does 
not  roll  off  the  bed,  insert  a cork  or  jja/l  of  some 
kind  between  the  teeth  to  prevent  her  from  biting 
her  tongue,  and  place  her  on  her  side  so  that 
saliva,  etc.,  may  run  out  of  the  mouth  and  not  be 
inhaled.  Obtain  a specimen  of  urine  without  delay 
by  means  of  the  catheter  and  test  it  for  albumen. 
If  you  have  none  of  the  usual  apparatus  used  in 
testing  urine  in  hospital  or  at  home,  you  may  boil  a 
little  in  a clean  spoon  over  a candle  or  gas-jet. 
Should  the  urine  contain  albumen  it  will  l:>ecome 
opaque  owing  to  the  formation  of  a white  cloud  of 
albumen,  which  will  become  more  marked  on  adding 
a few  drops  of  vinegar.  If  the  cloud  is  due  to  the 
presence  of  phosphates  it  will  dissolve  when  the 
vinegar  is  added.  In  nearly  every  case  in  which 
albumen  is  found  in  the  urine  and  the  patient  has 
convulsions,  a severe  form  of  toxsemia  is  present. 
The  urine  should  be  examined  for  acetone*  and 

* In  carrying  out  the  examination  for  acetone  it  should 
be  pointed  out  that  the  actual  tost  for  acetone  is  unneces- 
sary, as  in  nearly  all  cases  diacetic  acid  is  present.  This 
can  be  ascertained  hy  adding  3 c.c.  of  urine  to  a fete  drops  of 
liq.  ferri  perclilor.:  a deep  red  colour  tchich  disappears  on 
heating  is  positive.  (‘  The  Hew  Physiology  in  Surgical 
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iliacetic  acid, as  the  presence  of  these  substances  in  the 
urine  is  not  only  of  important  diagnostic  value,  but 
is  also  an  absolute  contra-indication  to  the  adiniiiis- 
tratiou  of  chloroform  either  as  a remedy  or  for 
operative  purposes.  The  following  remedies  may 
be  used  in  all  cases,  viz.,  cold  affusion  to  the 
head,  together  with  purgatives  and  anti-spasmodic 
enemata.  But  should  the  urine  lie  found  to  contain 
albumen  the  case  is  almost  certainly  one  of  eclamptic 
convulsions  due  to  a special  toxiemia  with  which 
kidney  disease  is  associated,  and  while  assistance  is 
coming  (the  fact  of  albumen  having  been  found  in 
the  urine  having  been  embodied  in  the  message  asking 
for  a consultation)  the  following  measures  may  be 
used.  The  rectum  may  be  emptied  with  great 
advantage  by  giving  the  following  enema : 

(t.  01.  terebinth, 

Tra;  assafoetid,  ;ia  Jss 
Ovi  vitellum, 

Ol.  ricini,  Jj- 


and  General  Practice,’  A Eendle  Short,  p.  110).  A test  for 
acetone  : To  3 c.c.  of  urine  add  a few  drojis  of  fresh  sodium 
iiitroprusside  (a  crystal  in  5 c.c.  of  water).  Cover  with 
strong  ammonia.  A magenta  ring  appears  at  the  line  of 
junction,  and  siireads  upwards  (Jackson-Taylor)  (Short, 
p.  109).  Other  tests  may  be  used,  but  this  is  the  simplest. 
As  beforesaid,  for  clinical  purposes  it  is  not  usually  neces- 
sary to  do  more  than  tost  for  diacetic  acid.  Should  this  be 
found,  or  any  suspicion  of  its  iiresence  be  raised,  the 
student  should  at  once  seek  the  advice  of  a qualified 
medical  practitioner. 
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or  an  ordinary  soap  and  turpentine  enema  may  be 
used,  and  a smart  ]>urge  such  as  a dose  of  pulv. 
jalaj).  Co.  or  il]  i j croton  oil  may  be  a<] ministered 
Tlie  loins  may  b(;  dry-cupj>ed. 

After  tlie  rectum  lias  been  emptied  by  the  enema 
suggested  above,  a quantity  of  saline  solution, wjn- 
sisting  of  boiled  water  in  wliicli  common  salt  has 
been  dissolved  in  the  jirojiorlion  of  one  teaspoonful 
of  the  latter  to  one  pint  of  the  former,  may  lie 
thrown  up  into  the  rectum  by  means  of  a large  male 
rubber  catheter  passed  as  far  into  the  bowel  as 
possible  Avith  a piece  of  tubing  and  a large  funnel 
attached  to  it.  By  this  means  a gallon  or  two  of 
the  saline  fluid  can  lie  run  into  the  rectum,  which 
will  keep  on  expelling  the  fluid  as  soon  as  the 
quantity  injected  is  sufiicient  to  stimulate  it  to 
action,  and  thus  what  is  practically  a continuous 
irrigation  of  the  rectum  can  be  carried  out.  This 
procedure  will  often  lead  to  considerable  increase  in 
the  secretion  of  urine.  At  the  same  time,  if  the 
patient  can  swalloAV,  a large  c^uautity  of  mustard  and 
water  may  be  given  as  an  emetic,  and  repeated  until 
the  stomach  is  empty.  Washing  out  the  stomach 
throirgh  an  oesophageal  tube  would  be  lietter,  ljut  in 
an  emergency  the  tube  might  be  wanting,  and  the 
student  had  better  not  undertake  such  a procedure  on 
his  own  responsibility. 

The  administration  of  chloral  hydrate  and  bromide 
of  potassium  in  doses  of  thirty  grains  of  each,  after 
the  administration  of  chloroform,  was  warmlvrecom- 
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mended  by  Dr.  Lusk,  and  tlie  author  has  found  it 
highly  effectual.  Chloroform  alone  also  checks  and 
restrains  the  convulsions,  but  this  aujBsthetic  is  most 
dangerous  if  there  is  acetone  in  the  urine ; as  has 
already  been  stated  its  use  may  lead  to  coma,  which 
may  eiisily  prove  fatal.  (Test  for  acetone,  p.  174.) 

The  hypodermic  injection  of  morphine  in  a 
dose  of  j gr.  has  been  highly  recommended  as  a 
remedy,  and  much  used  in  the  Rotunda  and  other 
lying-in  hospitals,  and  the  hypodermic  injection  of 
the  tincture  of  veratrum  viride  has  been  warmly 
advocated.  These  measures  are  useful,  inasmuch 
as  by  preventing  the  muscular  exertion  caused  by  the 
convulsions  they  prevent  the  accumulation  of  extrac- 
tive material  in  the  blood.  The  important  point  is 
to  re-establish  the  excretory  powers  of  the  kidneys 
and  to  supplement  them  by  every  means  possible. 
The  first  object  should  be  to  clear  out  the  alimentary 
canal  by  (1)  washing  out  or  emptying  the  stomach 
by  other  means,  (2)  fi’ee  purgation,  and  (3)  irriga- 
tion of  the  rectum  ; the  skin  should  be  made  to 
act  by  means  of  hot-air  baths  or  the  hot  wet  pack. 
If  acetone  is  present  in  the  urine  bicarbonate  of  soda 
should  be  administered  both  by  the  stomach  and 
rectum.  Venesection,  up  to  3X  or  3XV  is  a valuable 
remedy. 

The  student  should  always  request  a consultation  in  all 
cases  of  puerperal  convulsions,  because  widely  different 
treatment  is  required  in  the  several  forms  of  convulsions  ; 
hence  an  error  in  diagnosis  might  be  attended  with 
dangerous  or  even  fatal  results.  For  instance,  in  all  cases 
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wliGre  tlio  patient  is  jjlethoric,  free  venesection,  leecliinf^, 
blisters,  calomel,  etc.  j whereas,  on  the  contrary,  stimulants, 
anti-si)asmodics,  and  sedatives  are  indicated  in  hysterical 
convulsions. 

Eclamptic  convulsions  during  labour  depend  very  much 
upon  irritation  caused  by  the  presence  of  the  foetus  in  ulero. 
Delivery,  therefore,  becomes  an  important  remedial  agent. 
The  forceps  is  i)referable  to  all  other  means  of  effecting 
dclivei’y  if  its  use  is  pi-acticable. 

Rupture  of  Uterus — Symptoms. 

Wlieu  a rupture  of  the  uterus  takes  place  duriug 
labour.  The  symptoms  of  this  alarming  accideut  are 
suddeu  aud  acute  pain  in  the  abdomen,  followed  by 
a ghastly  pallor  of  the  countenance,  weak,  thremly 
pulse,  syncope,  constant  vomiting  of  dark,  grumous 
fluid,  resembling  coffee-grounds,  and  other  signs  of 
extreme  prostration.  There  is  usually  a discharge 
of  blood  from  the  vagina. 

The  jjains  cease  and  the  presentation  recedes  out  of  reach, 
and  if  the  rent  in  the  uterus  be  large,  the  child  escapes 
through  it  into  the  abdominal  cavity,  where  its  limbs  may 
be  very  distinctly  felt  through  the  parietes.  In  these  cases, 
after  sending  for  assistance,  you  may  endeavour  to  keep  up 
the  x^owers  of  life  by  stimuli,  the  hypodermic  injection  of 
strychnine,  and  the  injection  of  saline  solution  into  the 
cellular  tissue  beneath  the  breast,  or  into  the  rectum  ; but 
death  nearly  always  takes  place  after  a few  hours. 

Euj)ture  of  the  uterus  is  the  most  dangerous  comi)lication 
of  labour  to  which  women  are  liable ; it  is  fortunately  rare, 
occurring  about  once  in  1331  cases.  In  cases  in  which  it 
occurs  owing  to  the  natural  efforts,  and  not  as  the  result  of 
misaijplied  or  imxjroper  intervention,  it  is  nearly  always 
X^receded  by  a condition  of  tonic  contraction  of  the  uterus 
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luul  tlie  formation  of  the  ring  of  Bandl,  which  may  bo  recog- 
nised as  a definite  ridgo  running  across  tlio  uterus  felt 
through  the  abdominal  wall  between  the  symphysis  pubis 
and  umbilicus.  This  ridge,  when  once  its  formation  has 
been  noticed,  tends  to  become  more  marked,  and  to  rise 
toward  the  umbilicus  as  the  case  proceeds.  It  is  due  to  the 
thickening  of  the  active  upper  zones  of  the  uterus  and  the 
thinning  of  the  passive  lower  zone.  The  symptoms  of 
obstructed  labour  [q.  v.)  have  nearly  always  been  well 
marked  before  this  condition  arises.  Occasionally  the 
uterus  may  rupture  without  marked  symptoms  preceding 
the  event,  but  this  is  uncommon.  It  may  be  occasioned  by 
malpresentations,  deformity  of  the  pelvis,  the  abuse  of  ergot, 
structural  degenerations  of  the  uterus,  or  attempts  to 
perform  version  by  the  internal  method,  either  awkwardly 
done,  or  iiiii)roi)erly  made  use  of,  as,  for  instance,  in  a case 
of  transverse  presentation  in  which  the  membranes  have 
been  long  ruptured,  and  the  uterus  has  become  moulded 
to  the  fcetal  body ; or  in  any  case  in  which  the  formation 
of  the  ring  of  Bandl  has  occurred,  tonic  contraction  is 
present,  or  the  signs  of  obstructed  labour  are  masked.  In 
some  instances  the  rupture  may  not  extend  through  the 
entire  thickness  of  the  uterine  parietes.  When  it  is  of  this 
partial  character,  it  is  attended  with  less  imminent  danger. 

The  vagina  may  be  lacerated  during  labour  at  its 
junction  with  the  uterus.  The  symptoms  produced 
resemble  those  of  ruptured  uterus,  but  they  are  not 
so  urgent,  nor  are  they  attended  with  so  much  danger. 

When  the  uterus  is  ruptured  delivery  should  be 
accomplished  as  soon  as  possible  by  the  forceps,  or 
by  craniotomy. 

If  the  child  has  escaped  into  the  abdominal  cavity, 
the  hand  should  not  be  passed  through  the  rent  to 
search  for  the  foetus,  as  any  attempts  to  deliver  will 
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increase  tlie  size  of  tlie  rent.  'I'he  Ixist  plan  is  to 
ping  tlie  rent  with  slorilised  linen  or  gauze  ami 
deliver  the  fcctus  by  lajjarotoiny  as  soon  as  this  can 
be  arranged  for,  after  which  the  rent  may  Ije  sewn 
up.  If,  however,  the  uterus  is  so  much  damaged  by 
the  rupture  that  its  recovery  seems  hopeless,  it  should 
be  removed  as  soon  as  the  foetus  has  lieen  extracted 
from  the  abdominal  cavity,  or  the  rent  plugged  afresh, 
if  the  patient’s  condition  is  too  bad  to  a<lmit  of  the 
removal  of  the  uterus  at  once.  The  fcetus  has  l>een 
delivered  by  abdominal  section  when  delivery  per  vi<ie 
naturales  has  been  found  impossible. 

If  the  woman  survive  the  immediate  shock  of  the 
rupture,  she  may  be  carried  off  subsequently  by 
peritonitis.  This  will  be  best  prevented  by  estab- 
lishing free  drainage,  which  will  often  save  the  fjatieut 
even  when  peritonitis  has  commenced.  Should  peri- 
tonitis supervene,  it  must  be  treated  in  the  usual  way. 

Inversion  of  Uterus — SymjAoms. 

In  cases  of  inversion  of  the  utenis.  This  dangerous 
accident  is  somewhat  rare.  It  usually  happens  very 
soon  after  the  birth  of  the  child.  It  may  occur 
spontaneously,  but  much  more  frequently  is  the 
result  of  improper  traction  upon  the  cord  when  the 
placenta  is  still  attached.  It  may  also  be  produced 
by  misdirected  effort  in  the  apphcatiou  of  Crede's 
method  of  delivery  of  the  placenta,  as,  for  instance, 
when,  instead  of  the  whole  fimdus  being  grasped 
in  the  hand,  the  finger-tips  are  pressed  into  the  fundus 
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SO  as  to  partially  invert  a portion  of  it  (see  Part  I, 
p.  41).  The  inversion  may  be  partial,  and  limited 
to  the  fundus  ; or  the  uterus  may  be  turned  com- 
pletely inside  out,  and  pass  beyond  the  os  externum, 
where  it  presents  as  a glolndar  elastic  tumour 
with  a rou^h,  bleediiiijf  surface.  y)s  the  uterus 
descends  the  woman  experiences  a sensation  as  if  a 
second  chihl  were  coming  into  the  world,  and  is 
immediately  afterwards  attacked  with  vomiting, 
syncope,  and  alarming  prostration,  accompanied  not 
infrequently  with  profuse  haemorrhage. 

In  complete  inversion  the  uterus  descends  through  the  os 
utei-i  until  the  whole  organ  becomes  external  to  the  vulva. 
The  inverted  organ  then  contains  a cavity  communicating 
with  the  abdomen,  and  lined  by  peritoneum.  Within  the 
cavity  are  the  uterine  appendages,  and  occasionally  the 
intestine.  In  partial  inversion  the  fundus  may  be  merely 
depressed  into  the  cavity  of  the  uterus,  like  the  bottom  of 
a glass  bottle,  but  this  condition  is,  as  a rule,  only  the  first 
stage  of  a complete  inversion.  Or  the  greater  portion  of 
the  uterus  may  be  depressed,  and  form  a tumour  within 
the  vagina,  but  not  external.  When  the  inversion  is  com- 
plete, no  uterine  tumour  whatever  can  be  felt  in  the  hypo- 
gastrium  region ; when  it  is  partial,  the  depression  of  the 
fundus  can  often  be  felt  through  the  parietes. 

Invei-sion  of  the  uterus  is  always  attended  with  much 
peril.  If  the  displacement  be  not  speedily  reduced,  the 
woman  will  in  all  probability  die  from  the  immediate  shock 
of  the  accident,  or  from  haemon-hage,  while  as  secondary 
risks,  and  almost  equally  dangerous,  are  those  ai-ising  from 
septic  infection,  in  the  form  of  septic  endometritis, 
sloughing,  or  pelvic  inflammation,  etc. 

Inversion  in  some  instances  takes  place  spontaneously, 
in  consequence  of  the  woman  making  a sudden  bearing- 
down  effort  immediately  after  the  birth  of  thp  child. 
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Trmiment  of  Invurnion  of  Uiervu. 

When  t.lic  uterus  is  inverted  you  sliould  siuid  for 
assistance,  but,  at  the  same  time,  you  should  make 
an  immediatx!  attempt  to  replacij  it.  Accordingly, 
you  compress  the  tumour  firmly  with  both  hands, 
and  then  push  the  fundus  upwards  into  the  jxdvis, 
in  the  direction  of  the  vaginal  canal,  by  means  of  the 
fing(!rs  placed  in  the  form  of  a cone.  The  finger-tips 
should  attempt  to  press  through  the  ring  of  the  cervix, 
that  portion  of  the  uterine  ■wall  nearest  to  the  cervix 
which  came  down  last,  and  then  gradually  push  up 
the  uterine  wall  until  the  fundus  is  reached.  Should 
the  placenta  adhere  to  the  uterus,  it  will  generally 
be  well  to  peel  it  off,  as  this  will  render  the  reduction 
easier ; pressure  on  the  neck  of  the  uterus  l>elow  the 
situation  of  the  placenta  (i.  e.  above  the  phacenta 
when  the  fundus  is  outside  and  inverted),  will  effec- 
tually control  haemorrhage.  After  the  uterus  is 
returned,  the  hand  should  be  kept  in  its  cavity  until 
it  is  expelled  by  the  uterine  contractions.  Should 
the  first  attempt  at  reduction  fail,  you  may  try  again, 
after  emptying  the  bladder  and  rectum. 

The  reduction  of  an  inverted  uterus  is  comparatively  easy, 
provided  it  be  done  innnediatelj'  after  the  accident.  Tlie 
chief  difficulty  is  felt  in  pushing  the  tumour  past  the  peri- 
naium  ; as  soon  as  it  has  passed  this  point,  the  uterus  flies 
liaclr  into  its  proper  position  with  a jerk. 

If  the  uterus  has  been  inverted  for  four  or  flve  hours, 
the  reduction  becomes  exceedingly  difficult,  on  account  of 
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the  strangulation  and  consequent  swelling  of  the  inverted 
organ. 

Anaesthesia  and  asepsis  are  the  two  in-ime  factors  in  the 
successful  treatment  of  these  cases. 

Reteiifion  of  Placenta — Causes  and  Symj^toms. 

Ill  cases  of  retention  of  the  placenta  (see  Part.  I, 
p.  38).  This  may  be  due  to  three  different  causes,  viz. 
(1)  Torpor  of  the  uterus;  (2)  Irregular  contraction; 
(3)  Morbid  adhesion  of  the  placenta  to  the  uterus. 
The  syiuptouis  of  the  first  have  already  been 
mentioned  (see  Part  II,  p.  lOG).  In  the  second  case 
there  is  a spasmodic  or  “ hour-glass  ” contraction 
of  some  of  the  circular  fibres,  either  of  the  os  uteri 
internum  (which  is  the  most  frequent),  or  of  the  body 
or  fundus  of  the  uterus.  The  cord  may  be  traced 
passing  through  the  constriction.  In  the  third  case 
the  existence  of  adhesion  can  only  be  made  out  when 
the  hand  is  introduced  into  the  uterus  in  order  to 
detach  the  placenta.  In  all  these  cases  there  will  be 
much  haemorrhage  if  any  portion  of  the  placenta  be 
detached. 

The  name  “ hour-glass  contraction  ” has  been  given  to 
irregular  contraction  of  the  uterus,  because  that  organ 
appears  to  be  divided  into  two  chambers  by  the  circular 
construction  of  its  fibres.  The  whole  or  only  a portion  of 
the  placenta  may  be  retained  in  the  upper  chamber.  Ir- 
regular and  spasmodic  contraction  of  the  uterus  is  very 
likely  to  ensue  if  the  cord  be  dragged  when  the  placenta  is 
adherent  (see  Part  I,  p.  40).  Hour-glass  contraction  is  due, 
as  a rule,  to  spasmodic  contraction  of  the  lower  uterine 
segment  at  its  upper  limit  just  at  the  level  of  the  ring 
of  Handl. 
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Retained  Placenta — Treatment . 

Wlien  tlie  j)laconta  is  retained,  you  must  endeavour 
to  exeifxj  llie  uicrus  to  proper  contractions  liy  jjH'S- 
sure  and  friciion  upon  its  surface.  When  there  is 
uterine  inertia,  ]>atieiKa2  and  leaving  tlie  uterus  alone 
will  usually  lead  to  contractions  comiug  on  again 
after  a time.  Stimulating  a tii'ed  uterus  is  likely  U> 
lead  to  spasm,  but  if  haemorrhage  occurs  the  placenta 
must  be  removed  without  delay.  When  the  placenta 
is  retained  by  irregular  contraction,  you  may  give  a 
dose  of  opium,  and  take  care  that  you  maintain  your 
grasp  of  the  fundus  so  as  to  guard  against  a sudden 
relaxation  of  the  uterus  ; at  the  same  time  do  not 
make  continuous  and  repeated  efforts  to  stimulate 
the  uterus  as  this  will  increase  the  spasm.  However, 
in  most  of  these  cases,  and  especially  when  the 
placenta  is  morbidly  adherent,  the  introduction  of 
the  hand  into  the  uterus  is  the  only  measure  which 
will  suffice ; but  you  had  better  not  undertake  this 
without  a consultation. 

When  the  hand  is  introduced  into  the  uterus,  the  fingers 
are  placed  in  a conical  form,  and  gradually  insinuated  into 
the  vagina.  If  there  is  hour-glass  contraction,  the  cord 
serves  as  a guide  along  which  the  tips  of  the  fingers  are  to 
he  passed  until  they  reach  the  constriction.  The  tips  of 
the  fingers  are  then  inserted  into  the  stricture,  and  the 
fingers  gradually  and  steadily  expanded  until  they  over- 
come the  resistance  of  the  circular  uterine  fibres.  The 
hand  can  then  he  passed  on  into  the  uterine  cavity,  so  as  to 
remove  the  placenta.  If  the  placenta  be  morbidly  adherent, 
any  detached  portion  of  it  should  be  seized  and  the  re- 
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niaindor  gradually  and  cautiously  separated  by  the  fingers 
from  the  uterus  until  the  whole  can  bo  removed.  These 
operations  require  much  tact  and  delicacy.  The  introduc- 
tion of  tho  hand  into  the  uterus  is  a measure  always 
attended  with  some  risk,  but  tho  operation  liecomcs  doubly 
hazardous  when  the  placenta  is  morbidly  adherent.  There 
is  then  tho  danger  of  injuring  tho  uterus,  as  well  as  of 
leaving  portions  of  adherent  placenta  boliind.  These  ojiora- 
tions  should  never  bo  attempted  by  the  student  except  in 
extreme  cases,  as,  for  instance,  when  there  is  a profuse 
ha:mon-hage,  and  no  assistance  .at  hand.  Profuse  lioemor- 
rhage  generally  means  partial  detachment  of  the  placent.a. 
A completely  .adherent  pl.acenta  does  not  give  rise  to 
hiemorrhage,  and  if  this  last  be  absent,  the  retention  of 
the  placenta  need  give  rise  to  no  alarm,  as  there  will  be 
ample  time  to  obtain  assistance,  which  may  be  delayed 
for  hours  without  risk  under  these  conditions.  Should  any 
portions  of  the  placenta  be  left  behind  and  infection  occur, 
severe  toxremia  m.ay  develop  and  prove  fatal.  If,  however, 
proper  precautions  have  been  taken  to  prevent  infection, 
any  portions  left  behind  will  be  discharged  eventually 
without  causing  harm.  To  obviate  these  effects  the  uterine 
cavity  should  be  washed  out,  either  with  boiled  s.aline 
solution  at  a temperature  of  112°  to  120°  F.,  or  a hot, 
weak  solution  of  an  antiseptic.  By  far  the  best  method  of 
preventing  these  ill-effects  is  to  avoid  introducing  tho  hand 
into  the  uterus,  except  when  covered  by  a sterilised  rubber 
glove.  These  rubber  gloves  should  invariably  bo  worn  for 
all  intra-uterine  manipulations,  and  m.ay  with  great  .advan- 
tage be  used  in  all  cases. 


Lacerated  Perineeum — Treatment. 

In  cases  of  lacerated  perinseum.  Slight  lacera- 
tions, merely  passing  through  the  thin  anterior  edge 
of  the  mucous  membrane  or  fourchette,  are  common, 
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:uk1  require  no  treatment.  But  sometimes  the  lace- 
ration extmnls  mucli  furtlier,  passing  tlirough  the 
wliole  suhstana;  of  tlie  perinaium,  as  far  as  tlie 
spliincter  ani.  In  other  cases,  happily  by  no  means 
common,  the  rent  passes  through  the  sphincter  ani, 
laying  tlie  vagina  and  rectum  open  into  one  passage. 
No  laceration  except  that  of  the  fourchette  should 
be  left  unsutured  for  more  than  twenty-four  hours, 
and  no  student  should  attend  cases  of  lalxmr  until 
he  has  had  some  experience  of  the  suturing  of 
surgical  wounds.  No  injuries  heal  more  rea/lily  by 
first  intention  than  properly  sutured  perinaial  lacera- 
tions, provided  that  aseptic  instruments  and  suture 
material  ai’e  used  ; and,  moreover,  everv’  perinaeal  or 
vaginal  laceration  is  a most  fertile  source  of  septic 
infection. 

The  student  should  always  send  for  assistance  if 
he  can  obtain  it  readily,  and  it  is  liest  in  any  case  of 
severe  laceration  to  wait  until  it  can  be  done  in  day- 
light with  assistants,  and  under  an  anaesthetic  if 
necessary. 

Three  or  four  or  more  sutures  of  silk-worm  gut, 
two  or  more  reversed  Hagedorn’s  needles,  two  pairs 
of  artery  forceps  (Spencer  Wells),  a needle-holder 
and  a pair  of  scissors  should  be  boiled  for  ten 
minutes.  (If  no  needle-holder  is  available,  a pair  of 
Spencer  Wells’  forceps  can  be  used  instead.)  The 
patient  then  lying  on  her  back  at  the  edge  of  the 
bed,  with  the  feet  supported  on  two  chairs,  the  parts 
about  the  laceration  should  he  well  scrublicd  with 
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soap  aiul  water,  rinsed  clean  with  boiled  water, 
well  swabbed  with  an  antiseptic  solution,  and 
tlie  sides  of  the  laceration  drawn  apart  until  its 
upper  end  can  be  seen.  The  shin  and  mucous  mem- 
brane of  the  vagina  after  having  been  swabbed  dry 
and  then  swabbed  with  spirit  may  be  ])ainted  with 
tincture  of  iodine  with  great  advantage.  The  curved 
needle  threaded  with  silkworm  gut  should  then  be 
introduced  about  a quarter  of  an  inch  outside  the 
edge  of  the  skin,  made  to  traverse  the  deeper  tissues 
with  a bold  sweep,  and  to  penetrate  the  vaginal 
mucous  membrane,  just  outside  the  laceration,  on 
the  side  on  which  it  was  introduced,  carried  across 
the  laceration  on  its  vaginal  aspect,  made  to  pene- 
trate the  mucous  membrane  on  the  opposite  side, 
and  emerge  through  the  skin  opposite  the  point  of 
introduction. 

The  most  posterior  stitch  shoidd  include  the  upper 
limit  of  the  tear.  The  remaining  stitches  should  be 
introduced  in  the  same  way  until  the  fourchette  is 
reached,  the  ends  of  each  stitch  being  grasped  with 
a pair  of  artery  forceps  until  all  have  been  inserted. 
(One  pair  of  artery  forceps  can  be  made  to  grasp  the 
ends  of  all  the  sutures.)  AVhen  all  are  introduced, 
they  should  be  tied  in  succession,  beginning  with 
the  most  posterior,  sufficiently  tightly  to  bring  the 
raw  surfaces  of  the  laceration  into  apposition  with- 
out strangulating  the  included  portions.  The  stitches 
may  be  removed  on  the  eighth  day. 

If  the  laceration  extends  through  the  sphincter. 


188  CAHKB  UKCiUIUINO  A CONSULTATION. 


the  student  should  not  attempt  to  deal  with  it  him- 
self, hut  obtain  the  assistance  of  a qualifie<l  pra/di- 
tioner. 

The  laceration  of  the  fourchette  nearly  always 
haj)])ens  in  first  labours  and  gives  rise  to  no  incon- 
venience. 

When  the  laceration  extends  through  the  recto- 
vaginal septum,  the  patient  loses  the  power  of 
retaining  her  faeces,  wdiich  are  liable  to  come  away 
at  any  rate  involunarily.  Her  after-condition  is 
consequently  most  deplorable. 

Most  of  the  surgical  operations  for  the  cure  of 
lacerated  perinaeum  consist  in  paring  the  edges  of  the 
wound,  and  bringing  them  together  by  sutures  of 
various  kinds. 

A full  and  complete  account  of  these  operations 
will  be  found  in  any  w^ork  on  diseases  of  women. 


Thrombus  of  the  Vulva — Symptoms. 

In  cases  of  thrombus  or  sanguineous  tumour  of 
the  vagina  or  vulva.  As  the  head,  during  labour, 
presses  down  on  the  plexus  of  vessels  around  the 
vaginal  orifice,  some  of  these  may  give  way  and  cause 
a large  subcutaneous  effusion  of  blood.  The  occur- 
rence of  this  accident  is  denoted  by  pain  and  tension 
in  the  part,  and  the  sudden  formation  of  a large 
tumour  of  a bluish  colour,  which  is  most  frequently 
seated  in  one  of  the  labia  majora.  It  may  become 
ajserious  impediment  to  parturition,  or  may  rupture 
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and  cause  a dangerous  hajmorrhago,  or  may  terminate 
in  suppuration  or  even  gangrene. 

Thrombus  may  occur  during  pregnancy,  especially  in  the 
latter  months,  but  is  more  usually  a concomitant  of  labour, 
and  arises  in  the  manner  just  described.  It  is,  howevei-,  a 
rare  complication,  and  is  dangerous  in  j>roportion  to  its 
size  and  severity  and  mode  of  termination,  which  may  be 
either  by  resolution,  suppuration,  rupture  or  gangrene. 

Tlie  cervix  uteri  is  sometimes  the  seat  of  thi-ombus  during 
labour. 


Treatment  of  Thrombus. 

If  the  thrombus  be  large  enough  to  impede 
delivery,  a free  incision  will  probably  be  necessary. 
You  should  therefore  send  for  assistance,  and  in  the 
meantime  apply  cold  wet  pads  or  a bladder  of 
pounded  ice  to  the  part.  Should  the  thrombus 
burst,  and  cause  a copious  haemorrhage,  which  cannot 
be  restrained  by  cold  and  pressure,  the  wound 
should  be  plugged  with  sterilised  lint  or  linen. 

It  is  not  advisable,  according  to  Cazeaux,  to  open  the 
tumour  if  it  is  small  (being  no  larger,  for  example,  than  a 
hen’s  egg),  if  the  walls  are  of  considerable  thickness  and 
of  a natural  colour,  and  if  it  is  but  slightly  painful  and  does 
not  increase  in  size. 


Fever  occurring  during  the  Puerperium. 

In  all  cases  in  which  during  the  puerperium  the 
temperature  rises  above  100‘4*  F.  In  every  case 
in  w'hich  the  temperature  rises  to  this  extent  a 
consultation  should  be  asked  for,  since  although 
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tluT  rise  of  temperature  may  Ixi  of  hljort  duration, 
and  no  ill-elTects  follow,  in  which  case  it  is  prohaldy 
due  to  some  uuimpoitaut  cause,  it  is  very  difficult 
to  he  sure  that  it  is  due  to  one  of  these,  aud  always 
possible  that  the  case  is  one  of  septic  infection.  The 
unimportant  causes  of  a temporary  rise  of  tempera- 
ture may  he  a slight  chill,  constipation,  mental 
excitement,  etc. 

These  fevers  assume  various  types  and  degrees, from 
the  acutely  septic  to  the  adynamic  or  more  chronic 
forms.  From  the  inflammatory  lesions,  which  are 
present  in  various  cases,  they  have  Ijeen  called  metro- 
peritonitis, hysteritis,  uterine  phlebitis,  etc.  The 
period  of  invasion  may  be  the  third  day  after  delivery. 
The  more  prominent  symptoms  in  all  cases  are  rigors, 
followed  by  severe  headache,  fever,  quick  and  often 
feeble  pulse,  suppression  of  the  milk  and  lochia,  pain 
and  tenderness  on  pressure  over  the  uterine  region 
extending  from  thence  over  the  whole  abdomen.  The 
woman  loses  all  interest  in  her  child,  and  her 
countenance  betokens  anxiety  and  great  prostration 
of  strength.  Besides  these  symptoms,  there  are 
often  delirium,  vomiting,  tympanites  abdominis, 
and  sometimes  diarrhoea.  The  disease  nearly  always 
ends  in  death  after  a few  days. 

If  the  case  is  one  of  f)uerperal  sepsis  the  febrile  S3-m- 
ptoms  do  not  subside  exce^jt  after  the  application  of 
special  treatment,  and  not  then  unless  the  infection  is  a 
slight  one. 

Two  types  of  septic  infection  may  be  recognised,  the  one 
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acute,  occun-ing  early,  and  generally  duo  to  a severe  infec- 
tion at  the  time  of  delivery ; and  another,  subacute  at  first, 
occurring  later,  and  due  either  to  a slight  infection  at  tlie 
time  of  delivery  which  has  remained  latent,  or  to  a more 
severe  infection  which  has  occurred  some  little  time  after. 

In  the  acute  form  the  symptoms  occur  within  the  first 
thirty-six  hours  after  delivery,  often  beginning  with 
rigors,  fever,  the  temperature  rising  to  F.  or  more, 
although,  even  in  the  most  rapidly  fatal  cases,  it  does  not 
always  rise  to  this;  the  most  important  sign  is  a pulse 
quite  out  of  all  proportion  to  the  rise  of  temperature,  and 
progressively  increasing  in  rapidity ; headache  is  usually 
marked.  Not  infrequently  the  patient  does  not  complain 
of  feeling  iU,  although  the  pulse  may  be  most  alarmingly 
quick  and  small,  and  when  this  is  the  case  it  indicates  an 
infection  so  severe  as  to  didl  the  patient’s  sensibility  to 
an  extent  which  prevents  her  feeling  the  discomforts  duo 
to  her  illness. 

Pain  and  tenderness  on  pressure  in  the  uterine  region 
may  be  present,  but  is  not  a constant  symjjtom  in  these 
acute  cases.  Suppression  of  the  milk  and  lochia  are  always 
looked  upon  as  synijitoms  of  this  condition,  but  quite  im- 
properly. The  milk  is  suppressed  as  the  result  of  the  fever, 
and  since  these  cases  occur  most  often  in  primipara;  in 
whom  the  lochial  discharge  is  usually  scanty,  this  cannot  be 
taken  as  a symptom  of  septic  infection.  At  the  same  time  it 
is  rather  doubtful  whether  these  slight  causes  woirld  operate 
at  all  if  some  slight  degree  of  septic  infection  were  not 
present.  Since  septic  infection  progressively  increases  if 
untreated,  and  the  prognosis  becomes  progressively  worse 
the  longer  treatment  is  delayed,  the  student  should  never 
treat  on  his  own  responsibility  any  case  in  which  a rise  of 
temperature  to  the  extent  mentioned  occurs,  but  should  at 
once  seek  assistance  on  becoming  aware  of  the  febrile  con- 
dition. The  lochial  discharge  in  these  cases  is  often  quite 
free  from  offensive  smell,  and  any  marked  local  manifesta- 
tions of  pain  may  be  entirely  absent.  The  pulse  is  the  impor- 
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tant  indication.  It  is,  as  before  mentioned,  rapid,  out  of  all 
proportion  to  the  temperature,  which  latter  may  in  some 
of  the  worst  cases  only  rise  to  somewhat  over  100’  to 
101°  F.,  and,  again,  in  some  cases  may  fall  to  normal 
or  even  below  this,  while  the  jmlse  may  be  130  or 
140,  and  will  be  found  to  increase  in  rapidity  progressively 
and  regularly,  while  at  the  same  time  it  becomes  smaller 
and  weaker.  Such  cases  seldom  survive  lxi}’ond  the  fifth 
day,  and  with  very  few  exceptions  are  invariably  fatal. 

When  the  fever  is  the  result  of  either  a slight  infection 
at  the  time  of  delivery  which  remains  latent  for  some  days, 
or  of  an  infection  after  delivery,  the  symptoms  are  similar, 
but  less  marked.  Rigors  may  mark  the  invasion,  the 
temperature  is  often  raised  to  102°  or  103°  F.,  but  the 
pulse  in  the  first  instance  is  seldom  so  rajdd  as  in  the  acute 
cases,  and  its  progressive  increase  is  less  marked.  But 
here,  again,  in  a severe  infection  its  rapiditj^may  be  out  of 
proportion  to  the  rise  of  temperature.  When  this  last  is 
noted  it  is  always  a sign  of  the  gravest  import.  Thelochial 
discharge  is  often  offensive,  and  pain  and  tenderness  in  the 
region  of  the  uterus  may  be  marked.  These  symptoms, 
when  they  arise  in  a case  in  which  the  patient  has  com- 
plained of  after-pains  persisting  after  the  usual  period,  are 
often  due  to  the  decomposition  of  placenta,  membranes,  or 
retained  clot  within  the  uterine  cavity,  which  have  l>ecome 
infected  after  delivery,  and  in  these  cases  the  lochial 
discharge  is  generally  offensive. 

There  is  now  no  difference  of  opinion  as  to  the  cause  of 
these  cases.  All  are  due  to  infection  with  micro-organisms 
of  different  kinds,  the  gravity  of  the  infection  depending 
chiefly  on  the  micro-organism  to  which  it  is  due.  The 
worst  forms  are  those  in  which  the  symptoms  are  due  to 
infection  with  one  of  the  pus-producing  micro-organisms, 
and  the  least  important,  those  in  which  the  micro-organisms 
which  produce  ordinary^  decomposition  are  present. 

The  symptoms  in  all  cases  are  due  to  the  absorption  of 
toxins  produced  by  the  growth  of  the  micro-organisms,  but 
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in  the  acute  cases  these  tfvow  in  the  living  tissues,  in  the 
lymphatic  channels  and  spaces,  and  oven  in  the  Mood- 
stream  ; while  in  the  subacute  they  grow  on  portions  of 
devitalised  tissue  retained  in  the  uterus,  such  as  scraps  of 
decidua,  blood-clot  or  membrane. 

All  cases  in  the  earlier  stages  of  the  disease  fall  into 
one  of  two  classes : one  in  which  the  micro-organisms 
have  infected  and  are  growing  in  the  living  tissues,  and 
the  other  in  which  the  infection  is  limited  to  devitalised 
tissue. 

The  first  class  is  composed  of  cases  of  soptica3mia  proper, 
and  the  second  of  cases  of  toxeemia  or  sapra3iiiia.  This  distinc- 
tion, however,  is  not  so  important  as  it  might  appear,  since, 
although  the  acute  early  infections  are  cases  of  seiiticamiia 
proper  from  the  first,  any  case  of  the  later  or  subacute 
infections  may  become  a case  of  true  septicaemia.  The 
only  exception  to  this  statement  occurs  when  the  infec- 
tion is  due  to  the  organisms  which  are  not  pus-prodircing, 
but  produce  decomposition  only.  This  distinction  can  only 
be  made  after  a careful  bacteriological  examination  of  the 
contents  of  the  uterine  cavity. 

If  the  organisms  found  are  pus-producing,  such  as  the 
Streptococcus  pyogenes,  staphylococcus,  or  Bacillus  coli  com- 
munis, the  case  must  be  regarded  as  one  which,  if  not  already 
septicaemia  proper,  may  become  so.  If,  on  the  other  hand, 
these  organisms  are  proved  to  be  absent,  the  case  is  one  of 
toxaemia  or  saj)raemia ; but  since  this  investigation  takes 
time,  every  case  should  be  treated  as  one  of  sejDticasmia  in 
its  earlier  stages. 

Puerperal  sepsis  in  any  form  is  a highly  contagious 
disease,  and  may  be  readily  communicated  from  one  patient 
to  another,  either  through  the  medium  of  the  medical  prac- 
titioner in  attendance  or  the  iiiu-se.  Bedding  may  also 
carry  on  the  infection  from  one  case  to  another  unless 
carefully  disinfected.  The  editor  has  met  with  several 
instances  in  which  the  infection  has  been  carried  by  the 
last-named  means  ; in  one  case  a second  wife  contracted  the 
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ilisefist*,  arnl  jjrovf'd  io  liave  \>i;an  on  the  bed 

on  wliicli  till!  first  wif'o  liad  died  of  tJiis  hanie  afi'eetion. 

The  infi\iem;e  of  otliei-  diseases,  such  as  scarlet  fever,  in 
tlie  production  of  piiei-pei-al  si-psis  lias  Isien  much  over- 
rated. Scarlet  fever  in  a puerjiera  runs  its  ordinary  c/jurwi 
if  septic  infection  of  the  genital  tract  is  prevenU-d,  but 
owing  to  the  almost  invariable  presence  of  the  pyogenic 
micro-organisms,  especially  in  the  mouth  and  throat  of  the 
patient,  is  particularly  liable  to  lie  followed  by  septic  infec- 
tion. If,  however,  cases  of  delivery  in  jiatients  suffering 
from  scai-let  fever  be  treated  with  careful  precautions  to 
prevent  septic  infection,  the  fever  runs  no  different  course 
from  that  followed  in  those  not  pregnant. 

In  typhus  the  case  may  be  different,  but  the  rare  occur- 
rence of  this  jiarticular  fever  in  recent  years  makes  it 
impossible  to  speak  with  assurance  on  the  subject. 

Erysipelas,  again,  is  likely  to  lead  to  sepsis  after  delivery 
ill  the  case  of  those  jiuerpera:  who  may  be  suffering  from 
that  disease  at  the  time  of  delivery,  but  there  does  not 
appear  to  be  any  valid  reason  why  infection  should  not  be 
prevented,  and  as  a matter  of  fact  the  editor  has  had  under 
his  care  a case  in  which  an  erysipelatous  blush  occurred 
around  a symphysiotomy  wound  and  was  proved  to  be 
due  to  one  of  the  pyogenic  organism.?,  without  any  infec- 
tion of  the  genital  tract  occurring,  the  patient  making  a good 
recovery. 

It  was  ascertained  bj'  Semmelweiss  in  1S46,  that  puerperal 
fever,  as  it  was  then  called,  was  jiroduced  very  largely  in 
the  Vienna  Lying-in  Hospital,  by  the  fact  that  students 
working  in  the  dissecting  room  or  dead-house  made  vaginal 
examinations  without  washing  their  hands.  On  this 
Semmelweiss  based  his  doctrine  that  puerperal  fever  was 
due  to  contamination  of  the  patient  with  decomposing 
animal  matter.  This  he  proved  to  be  the  case,  not  only 
in  cases  in  which  the  contamination  had  been  carried  from 
the  dead,  but  also  in  those  in  which  it  had  been  carried 
from  suppurating  or  sloughing  wounds  in  the  living.  If  he 
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hiul  been  able  to  state  that  it  was  due  to  the  micro  organisms 
causing  decomposition  in  dead  animal  matter,  or  suppuration 
or  sloughing  in  the  living,  it  w'ould  not  have  been  possible  to 
add  anything  further  to  the  residts  of  his  researches,  the 
value  of  which,  unfortunately,  remained  unrecognised  for 
j’cars,  in  spite  of  the  overwhelming  evidence  he  brought 
in  support  of  his  doctrine.  His  conclusions  were  received 
with  incredulity  and  even  ridicule.  15y  insisting  on  the 
students  washing  their  hands  in  a solution  of  chlorinated 
lime  he  succeeded  in  reducing  the  mortality  to  such  an 
enormous  extent,  that  he  may  justly  bo  looked  upon  as  the 
pioneer  of  aseptic  midwifery. 

No  student  should  attend  midwifery  cases  while  w'orking 
in  the  dissecting-room  or  dead-house,  nor  if  he  has  to  handle 
suppurating  wounds  or  foul  surgical  cases,  nor  if  he  should 
have  any  suppurating  abrasion  or  cut  on  his  own  hands. 
Should  he  have  any  kind  of  abrasion  or  cut  on  his  hands, 
and  be  obliged  to  attend  a case  of  labour,  he  should  wear 
india-rubber  gloves.  No  one  should  attend  a confinement 
after  handling  a case  of  puerperal  sepsis,  except  after  an 
interval  of  twenty-four  hours  at  least,  and  not  then  if 
doing  so  can  possibly  bo  avoided;  in  any  case  extra  care  in 
disinfecting  the  hands  should  be  taken  and  rubber  gloves 
be  worn. 

The  treatment  of  these  cases  is  difficult,  and  in  the  acute 
cases  always  unsatisfactory.  Thorough  irrigation  of  the 
uterine  cavity,  the  swabbing  of  lacerations  with  tincture  of 
iodine,  and  the  administration  of  large  doses  of  antitoxic 
serum  hypodermically,  are  the  only  measures  likely  to  be 
attended  with  success.  In  the  subacute  or  late  cases  the 
cleaning  out  of  the  uterine  cavity  is  the  first  measure  to 
be  adopted ; this  is  best  done  with  the  finger,  ecouvillon  or 
blunt  flushing  curette;  the  uterine  cavity  is  then  thoroughly 
irrigated,  sw'abbed  with  tincture  of  iodine,  and  packed  with 
sterilised  gauze.  The  patient  should  bo  sat  uj),  or  the  head 
of  the  bed  well  raised  to  promote  drainage.  The  bowels 
should  be  made  to  act  freely,  since  constipation  undoubtedly 
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iij'^nivuU-H  tills  eonilitioii.  Jii  cases  dealt  with  in  the 
early  staifcs,  <'Ood  results  may  be  expected  from  the  above 
measures.  If  sij'ns  of  (general  iieritonitis  supervene,  the 
peritoneal  cavity  should  lie  opened  through  the  vagina  and 
free  drainage  established. 

In  all  c.ases  free  stimulation  is  necessarj’ ; brandy  is 
tolerated  in  large  doses  and  appears  to  l>e  distinctly 
beneficial.  Opium  and  morphia,  in  just  sufficient  quantity' 
to  relieve  pain  and  no  more,  may  be  given.  Quinine  is  of 
some  value  and  is  always  harmless,  and  ergotin  will  assist 
in  promoting  uterine  action  and  aid  in  the  expulsion  of 
clots  or  other  retained  substances. 

Reliance  on  drugs  alone,  however,  will  prove  futile  in 
cases  in  which  definite  septic  infection  is  present,  and  more 
energetic  measures  will  always  be  necessary'.  The  removal 
of  the  entire  uterus  has  been  advocated  and  prac‘tis<;d  by 
some  who  claim  that  success  has  followed  this  rather  drastic 
procedm-e.  • 

Cases  of  puerperal  sepsis  are  apt  to  be  followed  by'  various 
secondary  affections,  such  as  su]»i)uration  in  the  p»elviB, 
septic  thrombosis  of  the  veins  in  the  pelvis,  septic  endo- 
carditis and  py'semia.  These  affections  may  either  succeed 
an  acute  or  subacute  infection,  or  be  present  in  some 
cases  from  a very  eaidy  date. 

Pelvic  Inflammation. 

This  may  occur  iu  one  of  two  foniis  according  to 
the  locality  affected.  In  one  form  it  may  affect  the 
pelvic  peritoneum,  giving  rise  to  a localised  perito- 
nitis ; in  the  other  the  cellular  tissue  of  the  pelvis  is 
affected,  the  affected  structures  being  wholly  extra- 
peritoneal. 

Pelvic  Perito7iitis. 

Ill  this  condition  the  general  symptoms  are  those 


CASES  REQUIRING  A CONSULTATION. 


197 


of  general  peritonitis,  but  the  symptoms,  altliough 
similar,  are  less  severe.  The  temperature  is  raised 
and  the  pulse  tjuickened,  the  abdomen  distended,  more 
or  less  tympanites  present,  with  some  rigidity  of  the 
abdominal  muscles.  Vomiting  and  constipation  may 
be  present,  and  there  is  always  severe  pain  of  a 
continuous  character.  The  upper  half  of  the  abdo- 
men, however,  moves  on  respiration,  and  the  rigidity 
and  muscle  guarding  are  most  marked  in  the  hvpo- 
gastriuni  as  is  also  the  tenderness. 

The  administration  of  a turjientine  enema  and  the 
application  of  turpentine  to  the  lower  abdomen  will 
generally  relieve  the  more  pressing  symptoms,  which 
will  then  gradually  subside.  On  vaginal  examination  a 
mass  of  inflammatory  exudate  will  be  felt  in  the  pelvis, 
either  in  the  pouch  of  Douglas,  and  towards  one 
side,  or  completely  filling  in  the  pelvic  floor  and  form- 
ing a hard  roof  to  the  vaginal  vault.  This  exudation 
may  even  compress  the  rectum  to  such  an  extent  as  to 
prevent  the  passage  of  its  contents,  if  these  happen 
to  be  constipated,  and  the  masses  large,  and  produce 
symptoms  resembling  closely  those  of  intestinal 
obstruction.  The  mass  of  exudation  may  entirely 
disappear  after  some  weeks,  but  more  usually  some 
thickening  remains,  caused  by  adhesions  between 
intestines.  Fallopian  tubes  and  ovaries. 

Not  infrequently  the  development  of  such  a mass 
results  in  suppuration,  Avhich  may  occur  before  the 
exudation  has  made  itself  very  definitely  manifest. 
The  abscess  which  forms  may  rupture  into  the  rect  um 
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or  vaf'iiiii,  or  iijiwardK  into  tlio  jA-rHonoal  cavity,  jjro- 
tliicin^a  fatal  generalised  perit^jnit is, 

Pelvic  CcIIiiUIIk. 

In  cases  of  pelvic  cellulitis,*  inflainination  of  the 
cellular  tissue  may  occur  in  an  ax;ute  gangrenous 
foi  in,  which  is  usually  fatal,  hut  more  often  develops 
as  a swelling  in  one  or  the  other  broad  ligament, 
and  can  be  felt  on  one  side  of  the  uterus.  This 
affection  comes  on  insidiously  some  two  or  three 
weeks  after  delivery  or  abortion.  The  same  sym- 
ptoms mark  its  occurrence  as  are  found  in  fxdvic 
peritonitis,  but  the  symptoms  of  jairitoneal  irritation 
are  absent,  and  the  fever  and  quickening  of  the  pulse 
are  less  marked.  The  patient  complains  of  fixed 
pain,  swelling  and  tenderness  just  above  the  pelvic 
brim,  in  one  iliac  region  or  groin,  and  at  an  early 
stage  there  is  pain  on  extending  the  leg  of  the 
affected  side,  which  is  drawn  up.  There  is  hardness 
and  tenderness  in  the  neighbourhood  of  the  os  uteri 
on  vaginal  examination,  and  painful  micturition  and 
deftecation.  There  is  much  accompanying  general 
disturbance,  quick  pulse,  high  temperature,  hectic 
fever,  and  loss  of  appetite.  The  inflammatory  exuda- 
tion which  lies  between  the  folds  of  the  l;>road 
ligament  may  be  absorbed  entirely,  or  suppurate. 
Suppuration  is  denoted  by  rigors  and  increased 
severity  of  the  local  tenderness  and  throbbing.  The 
pus  usually  tracks  upwards  and  points  in  the 
* Called  by  Yircliow  “ parametritis.” 
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neiglibourliood  of  Pouparf’s  ligament,  where  the 
abscess  slioiihl  be  opened.  The  pus  may  also  dis- 
charge into  the  vagina,  rectum,  or  bladder.  The 
discharge  of  the  pus  usually  gives  relief  to  all  the 
symptoms. 

Ill  tliis  affection  tlie  intlaininatory  effusion  appears  to  bo 
the  result  of  absorption  of  irritant  matters  from  the  uterine 
surface.  The  actual  seat  of  the  effusion  is  usually  the 
meshes  of  the  areolar  tissue  surrounding  the  uterus, 
between  the  folds  of  the  broad  ligament ; but  in  some  cases 
there  is  jirobably  pelvic  peritonitis  present. 

The  abscess  most  frequently  liursts  into  the  vagina, 
rectum,  or  bladder,  and  the  case  terminates  favourably. 
Sometimes,  however,  it  escapes  externally,  after  burrowing 
and  forming  troublesome  sinuses,  which  cause  the  recovery 
to  be  ver}'  protracted.  In  some  rare  instances  it  has  been 
known  to  give  way  into  the  peritoneal  cavity,  and  prove 
rapidly  fatal. 

The  treatment  consists  in  topical  depletion  bj'^  leeches, 
warm  fomentations,  poultices,  and  turpentine  stupes.  The 
pain  and  restlessness  at  night  should  be  relieved  by  opiates 
and  liydi-ate  of  chloral,  or  by  oi>iate  enemata  and  belladonna 
pessaries.  Tonics  and  a nutritious  diet  are  required, 
especially  towards  the  termination.  When  distinct  fluc- 
tuation can  be  perceived,  either  externally  or  in  the  vagina, 
the  abscess  may  be  opened  ; but  as  this  operation  requires 
considerable  tact  and  discrimination  a consultation  should 
be  requested. 

Phhfjmasia  Bolens — Si/mpfoms. 

In  cases  of  phlegmasia  dolens.  This  disease  usually 
comes  on  about  ten  days  or  a fortnight  after  delivery. 
In  a large  number  of  these  cases,  if  the  temperature 
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lias  liccii  laloMi  ru^iilarly,  it  will  1)C  I'ouikI  that  llioiv 
have  liccn  small  elevations  on  sevej-al  o<‘<-asimis, 
}^enerally  insuflieient  to  cause  alarm,  hut  enouj^li  to 
imliealii  that  some  slight,  <list urhanee  was  prew^nt. 

The  alTection  often  hef^ins  hy  a complaint  of  some 
|iain  ami  tenderness  in  the  calf  of  the  leg,  the  thigh 
or  t he  groin,  hut  may  set  in  with  rigors,  heada/die, 
fpiick  jiulse,  restlessness  and  general  malaise,  tn 
which  jjain  and  tenderness  in  the  hyjiogastrium  or 
groin,  e.xtending  down  the  thigh  and  leg  of  that  side, 
may  succeed  ; the  whole  limh  then  liecornes  greatly 
enlarged,  and  at  the  same  time  hot,  tense,  elastic, 
Avhite  and  shining.  The  femoral  veins  and  lymphatics 
are  hard,  knotted  and  tender  to  the  touch.  There  is 
much  accompanying  constitut  ional  irritation, feverish- 
ness and  want  of  sleep.  The  tongue  is  furred,  the 
face  is  pallid,  the  milk  and  lochia  usually  much 
diminished.  These  symptoms  commonly  pass  off  in 
two  or  three  weeks,  but  the  limb  may  remain  stiff 
and  lame  for  a much  longer  period. 

In  some  cases  septic  tlirombosis  of  the  uterine  and  ovarian 
veins  occurs  which  presents  all  the  sj'inptoms  and  physical 
signs  of  py 03111)  a. 

In  other  cases  pyteiiiia  occurs  as  the  result  of  septic 
thrombi  in  the  uterine  and  ovarian  veins,  producing  such 
physical  signs  as  metastatic  abscesses,  septic  endocar- 
ditis, or  jmlnionary  infarction  and  abscess.  These  cases 
may  live  for  five  or  six  weeks  before  a fatal  termination 
occurs.  The  only  treatment  likely  to  be  of  value  would  l>e 
the  administration  of  a vaccine  obtained  from  the  micro- 
organisms present. 

Ligature  of  the  tlu'ombosed  veins  has  l>een  carried  out 
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with  succos.s  ill  somo  casos,  Imt  it  .sw'iiis  doiilitfiil  wliothor 
tho  atlvocates  of  this  iiiotlioil  of  troatiiieiit  havo  ostahlishecl 
llieir  eoiitoiition  as  to  its  vahio. 

Tlioro  ha.s  boon  much  (liseiission  at  various  timos  as  to  tho 
patliolciiiy  of  phloH'iiiasia  doloiis,  or  “ whito  loy,”  as  it  is 
vulgarly  called.  It  now  sooms  pretty  well  estalili.shed  that 
the  disease  consists  in  an  iuHanimation  and  obstruction  of 
the  principal  veins  and  also  lymphatics  of  tho  limb  all'octed, 
and  that  this  iiiHammation,  in  most  inslancos,  is  duo  to 
slight  septic  infection  atfecting  both  the  uterine  veins  and 
the  lymphatics. 

The  pain  and  swelling  do  not  always  progress  from  above 
downwards.  The  disease  sometimes  commences  in  tho  calf 
of  the  leg.  which  is  the  seat  of  a violent  cramp  like  pain, 
speedily  succeeded  by  swelling. 

The  limb  alfected  nia\'  increase  to  at  least  double  its 
ordinary  size.  The  swelling  is  so  firm  and  elastic  that  it 
veiy  seldom  pits  on  pressure,  ami  is  scarcely  infiiieuced  in 
any  way  by  position. 

It  occasionally  happens  that  as  soon  as  the  disease  has 
abated  in  one  leg  the  other  is  attacked,  and  goes  through 
a similar  course,  except  that  the  symptoms  are  scarcely 
ever  so  severe.  In  some  rare  cases  both  logs  are  attacked 
at  once. 

The  treatment  of  this  disease  consists  in  the  maintenance 
of  the  limb  in  a condition  of  absolute  rest ; tho  knee  should 
be  slightly  flexed  over  a pillow,  and  tho  heel  placed  in  a 
ring  pad  to  prevent  painful  pressure  on  its  point.  The  calf 
and  back  of  the  leg  should  be  supported  to  prevent  the 
heel  being  pressed  on.  Tho  leg  should  be  enveloped  in 
cotton-wool,  and  if  very  painful  may  be  first  enveloped  in 
flannel  or  lint  soaked  in  a lotion  of  a solution  of  acetate  of 
lead  containing  a good  proportion  of  tincture  or  liquid 
extract  of  opium.  A proportion  of  jss  or  5j  of  tho  latter 
to  5j  of  the  former  will  be  found  very  suitable.  This 
lotion  should  be  applied  hot.  Tho  limb  may  also  be  en- 
veloped in  lint  soaked  in  equal  iiarts  of  glycerine  and  extract 
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of  lielliiilonn.'i,  but  it  iiiUKt  lx;  roinoiiiborod  tliat  absorjjtion 
of  tlie  latter  driij'  will  oauBe  the  secretion  of  milk  to  be 
diminisbuil.  01yc<.‘rine  and  icbthyol  in  the  same  proportion 
Bcein  to  have  a similar  effect. 

When  the  acute  stage  is  pjast,  tonics  are  ])roper,  together 
with  II  generous  diet.  'J'he  affectf'd  limb  may  then  be 
rubbed  with  vai’ious  stimulating  liniments  or  banilaged. 
Strychnine  and  quinine  may  be  given  with  axlvantage  from 
the  first. 

Phlegmasia  dolen.s  rarely  go<,*s  on  to  a fatal  termination. 
Should  it  end  thus  tlie  disea.se  in  all  probability  lias  either 
accompanied  uterine  phlebiti.s,  or  has  resultiid  in  an  attack 
of  general  pya-mia  followed  by  diiposits  of  jms  in  various 
remote  parts  of  the  body. 

Puerperal  Thromhosis  and  EmhoUa — Symptoms. 

Ill  cases  of  tlireateiied  syncope  from  puerjx^ral 
thrombosis.  In  women  who  have  been  lately  delivereil 
(especially  when  there  has  been  haemorrhage  from 
inefficient  uterine  contraction  after  lalxmr),  the 
sudden  occurrence  of  dyspnoea,  palpitation  and  syn- 
cope is  an  alarming  symptom,  liecause  it  usually 
denotes  an  altered  condition  of  the  blood,  which  has 
led  to  the  formation  of  clots  and  consequent  obstruc- 
tion of  the  pulmonary  circulation. 

Puerperal  Mania — SympAoms. 

In  cases  of  puerperal  mania.  Insanity  which  arises 
during  the  puerperal  period  has  the  same  general 
characteristics  as  insanity  occumng  under  other  con- 
ditions. It  may  present  the  characteristics  of  acute 
delirious  mania,  or  may  come  on  very  soon  after,  or 
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even  iluring  labour,  tlie  pulse  ooiitiuuiiig  frequent, 
and  the  excitement  of  the  second  stage,  instead  of 
abating,  increasing  to  a wild  delirium,  Avhich,  if  not 
relieved,  may  end  in  coma,  paralysis  and  death.  This 
acute  condition  may  also  come  on  within  the  first 
few  days  of  the  pueiqieral  period,  especially  in  cases 
in  which  there  has  been  much  htemorrhage,  when 
septic  infection  is  present,  or  after  eclampsia.  The 
second  and  more  common  kind  usually  commences 
two  or  three  days  after  labour,  when  the  flow  of  milk 
sets  in,  or  at  a still  later  period,  and  is  apt  to 
assume  the  melancholic  form.  The  patient  is 
captious,  suspicious,  and  liable  to  take  sudden  and 
unaccountable  aversions  to  those  about  her.  The 
bowels  are  usually  constipated,  and  the  secretions 
much  vitiated.  If  fever  be  present  it  is  not  high, 
and  there  is  a general  want  of  vitality. 

When  the  acute  form  of  puerperal  mania  terminates 
fatallj'  the  post-mortem  appearances  usually  found  are  : 
thickening  and  opacity  of  the  cerebral  membranes,  together 
with  vascularity,  softening,  and  effusions  of  blood  or  serum 
in  the  bi-ain  or  membranes.  This  form  appears  in  some 
instances  to  be  nothing  more  than  a iiarticular  kind  of 
puerperal  infection.  In  the  chronic  form  there  is  usually 
headache,  offensive  breath,  a sunken  appearance  of  the 
eye,  and  pallor  or  sallowness  of  the  countenance.  If  there 
is  any  accompanying  fever  it  is  of  a low  type.  This 
kind  appears  to  be  connected  with  derangement  of  the 
digestive  organs.  In  other  instances  it  has  been  clearly 
traceable  to  exhaustion  arising  fx’om  profuse  hsemorrhage 
during  labour,  or  from  over-lactation.  In  the  first  kind  of 
puerperal  mania  an  antiphlogistic  treatment  is  propei’,  such 
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as  leoclios  an«l  foM  to  tlifi  lio.-wl,  warui  i>oiiiluvia,  and  smart 
jmr'fatives.  In  tlx*  othor  kind  ]>ur^;ativf?s  aro  also  nocossary, 
and  afterwards  f^reat  attention  sliould  IjO  paid  to  diet  and 
to  the  reenlation  of  tlie  liowels.  In  tliose  eas<?6  wliieli 
ajipear  to  1)0  tlie  re.sult  of  exliaustino  discharf'es,  tlie 
])atieiit  slioiiM  he  put  on  a ('onerous  diet  and  a course  of 
tonics.  Seibitives  are  also  of  inueh  sfn-vice ; a j'owerful 
sleeping  draught  will  sonietinies  cut  short  an  incipient  cas<^ 
and  the  patient  recover  at  once.  It  is  most  imi>ortant  to 
recognise  the  premonitory  symptoms;  these  are,  sloipless- 
nes.s,  unusual  and  sonu-times  ino.'ssant  talkativeness, 
followed  hy  hallucinations  of  sif'ht  and  liearinj'.  'J'hese 
symptonis  by  themselves  shouM  le;ul  the  student  to  ask  for  a 
consultation,  since  puerperal  women  not  infreqently  develop 
homicidal  tendencies  and  the  infant  is  not  infrequently  the 
object  of  attack.  Their  slyness  and  cunning  under  these 
circumstances  are  most  marked.  These  cases  if  at  all  severe 
should  be  treated  in  a lunatic  asylum,  or  if  at  home  by 
attendants  experienced  in  mental  di.seaBes.  If  over-lacta- 
tion appears  to  be  the  cause,  the  child  must  lx;  weaned. 
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